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Williams,  G.  H.,  M.  D.,  Assistant  Physician  Columbus  State  Hospital, 
Columbus,  Ohio.     (Associate.) 

Williamson,  Alonzo  P.,  M.  D.,  Superintendent  Southern  California  State 
Hospital,  Patton,  Cal. 

Wilsey,  O.  J.,  M.  D.,  Physician-in-Charge  Long  Island  Home,  Amit3rvrille, 
N.  Y. 

Wingate,  Uranus  O.,  M.  D.,  Professor  Nervous  and  Mental  Diseases  Wis- 
consin College  of  Physicians  and  Surgeons;  Neurologist  St.  Mary's 
and  Milwaukee  County  Hospitals;  Consultant  in  Neurology  to  St. 
Joseph's  Hospital;  Honorary  Member  Medical  and  Surgical  Staff 
Milwaukee  Hospital  for  Chronic  Insane;  Physician-in-Chief  Rest- 
haven  Sanatorium,  Hotel  Aberdeen,  Grand  Avenue,  Milwaukee, 
Wis. 

Winterode,  Robert  P.,  M.  D.,  Assistant  Physician  State  Hospital,  Sykes- 
ville,  Md.     (Associate.) 

Witte,  M,  E.,  M.  D.,  Medical  Superintendent  Clarinda  State  Hospital, 
Clarinda,  la. 

Wolfe,  Mary  Moore,  M.  D.,  Resident  Physician  Department  for  Women 
Norristown  State  Hospital,  Norristown,  Pa. 

Woodbury,  Chas.  E.,  M.  D.,  Medical  Superintendent  Foxboro  State  Hos- 
pital,  Foxboro,   Mass. 
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Woodman,  Robert  C,  M.  D.,  First  Assistant  Physician  Middletown  State 

Homeopatic  Hospital,  Middletown,  N.  Y.     (Associate.) 
Woodson,  C.  R.,  M.  D.,  Medical  Superintendent  State  Hospital  No.  2,  St. 

Joseph,  Mo. 
Worcester,  Samuel,  M.  D.,  Assistant  Physician  Stamford  Hall,  Stamford, 

Conn. 
Work,  Hubert,  M.  D.,  Superintendent  and  Proprietor  Woodcroft  Hospital 

for  Nervous  Diseases,  Pueblo,  Col. 
Worsham,  B.   M.,   M.  D.,   Superintendent   State  Hospital  for  the  Insane, 

Austin,  Tex. 
Wright,  W.  E.,  M.  D.,  Assistant  Physician  Pennsylvania  State  Hospital, 

Harrisburg,  Pa.     (Associate.) 
Yeaman,  Malcolm  H.,  M.  D.,  Beechurst  Sanitarium,  Louisville,  Ky. 
Yellowlees,    David,    M.  D.,    F.  F.  P.  S.,    LL,  D.,    Physician-Superintendent 

Glasgow    Royal    Asylum,    Gartnaval,    Glasgow,    Scotland.     (Hon- 
orary.) 
Young,  David,  M.  D.,  Superintendent,  Selkirk  Asylum,  Selkirk,  Manitoba, 

Canada. 
Youngling,   George   S.,   M.  D.,   Consulting   Physician   Central   Islip    State 

Hospital,  453  West  34th  Street,  New  York  City. 
Zeller,   George  A.,   M.  D.,   Superintendent   Illinois   Asylum   for   Incurable 

Insane,   1201    So.   Bartonville,  Peoria,   111. 
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ALABAMA — The  Alabama  Insane  Hospitals. 
The  Bryce  Hospital,  Tuscaloosa. 

The  Mt.  Vernon  Hospital,  Mt.  Vernon. 
James  T.  Searcy,  M.  D.,  Superintendent. 
Eugene  D.  Bondurant,  M.  D.,  166  Conti  St.,  Mobile. 

ARIZONA — Territorial  Insane  Asylum,  Phcenix. 

ARKANSAS — State  Asylum,  Little  Rock. 

CALIFORNIA — Stockton  State  Hospital,  Stockton. 
Napa  State  Hospital,  Napa. 
Agnews  State  Hospital,  Agnews. 

Southern  California  State  Hospital,  Patton. 
Alonzo  P.  Williamson,  Superintendent. 
Merritt  B.  Campbell,  M.  D.,  1608  Orange  St.,  Los  Angeles. 
James  H.  McBride,  Pasadena. 

Charles  L.  Allen,  M.  D.,  503  and  504  San  Fernando  Building,  Los 
Angeles,  Cal. 

Mendocino  State  Hospital,  Talmage. 

COLORADO — Colorado  State  Insane  Asylum,  Pueblo. 
A.  P.  Busey,  M.  D.,  Superintendent. 

WooDCROFT  Hospital,  Pueblo. 

Hubert  Work,  M.  D.,  Superintendent. 
R.  F.  Darnall,  Assistant  Superintendent. 
A.  L.  Skoog,  M.  D.,  Assistant  Physician. 
Arthur  McGugan,  M.  D.,  Denver. 
J.  Elvin   Courtney,  M.  D.,  Denver. 

CONNECTICUT — The  Hartford  Retreat,  Hartford. 
Whitefield  N.  Thompson,  Superintendent. 
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Connecticut  Hospital  for  the  Insane,  Middletown. 
Henry  S.   Noble,  M.  D.,   Superintendent. 
Charles  E.   Stanley,   M.  D.,  Assistant  Physician. 
Arthur  B.   Coleburn,  M.  D.,  Assistant  Physician. 
J.   M.  Keniston,  M.  D.,  Assistant  Physician. 
Allen  R.  Diefendorf,  M.  D.,  Pathologist. 

Stamford  Hall,  Stamford. 

Amos  J.   Givens,   M.  D.,   Superintendent. 

Samuel  Worcester,  M.  D.,  Assistant  Physician. 

Gilbert  T.   Smith,  M.  D.,   Stamford,  Conn. 

Frederick  D.   Ruland,  M.  D.,   Westport. 

Edwin  Everett  Smith,  M.  D.,  Kensett,   South  Wilton. 

George  H.   Knight,  M.  D.,   Lakeville. 

DELAWARE — Delaware  State  Hospital,  Farnhurst. 
W.  H.  Hancker,  M.  D.,  Superintendent. 

DISTRICT   OF  COLUMBIA^ — Government  Hospital  for  the  Insane, 

Washington. 
William  A.  White,  M.  D.,  Superintendent. 
M.  J.  Stack,  M.  D.,  Assistant  Physician. 
Benj.  Rush  Logie,  M.  D.,  Assistant  Physician. 
I.  W.  Blackburn,  M.  D.,  Pathologist. 
Harry  Reid  Hummer,  M.  D.,  Assistant  Physician. 
J.  C.  Simpson,  M.  D.,  1421  Massachusetts  Ave.,  N.  W.,  Washing- 
ton. 

FLORIDA — Asylum  for  the  Indigent  Insane,  Chattahoochee. 

GEORGIA — State  Sanitarium,  Milledgeville. 

Edward  M.  Green,  M.  D.,  Assistant  Physician. 

J.  M.  Whitaker,  M.  D.,  Assistant  Physician. 

Henry  D.  Allen,  M.  D.,  Invalids'  Home,  Milledgeville. 

W.  Herbert  Adams,  M.  D.,  102  Liberty  St.,  East,  Savannah. 

IDAHO — Idaho  Northern  Insane  Asylum,  Orofino. 
John  W.  Givens,  M.  D.,  Superintendent. 

ILLINOIS^ — Illinois  Central  Hospital  for  the  Insane,  Jacksonville-. 
Henry  B.   Carriel,   M.  D.,   Superintendent. 

Illinois  Northern  Hospital  for  the  Insane,  Elgin. 
Illinois  Southern  Hospital  for  the  Insane,  Anna. 
Illinois  Eastern  Hospital  for  the  Insane,  Hospital. 
Illinois  Western  Hospital  for  the  Insane,  Watertown. 
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Illinois  Hospital  for  Insane  Criminals,  Menard 

Illinois  Asylum  for  the  Incurable  Insane,  1201  So.  Bartonville, 

Peoria. 

Geo.  A.  Zeller,  M.  D.,  Superintendent. 

Cook  County  Hospital  for  the  Insane,  Dunning. 
Harry  W.  Miller,  M.  D,,  Psychopathologist. 
Frederick  H.  Daniels,  M.  D.,  Bellevue  Place,  Batavia. 
D.  R.  Brewer,  M.  D.,  34  and  36  Washington  St.,  Chicago. 
Sanger  Brown,  M.  D.,  100  State  St.,  Chicago. 
Henry  F.  Carriel,  M.  D.,  Jacksonville. 
Frank  P.  Norbury,  M.  D.,  Jacksonville. 

INDIANA — Central  Indiana  Hospital  for  the  Insane,  Indianapolis. 
Geo.   F.  Edenharter,   M.  D.,   Superintendent. 

Eastern  Indiana  Hospital  for  the  Insane,  Richmond. 
S.  E.  Smith,  M.  D.,  Superintendent. 

Northern  Indiana  Hospital  for  the  Insane,  Longcliff,  Logansport. 
Joseph  G.  Rogers,  M.  D.,  Superintendent. 

Southern  Indiana  Hospital  for  the  Insane,  Evansville. 
Chas,  E.  Laughlin,  M.  D.,  Superintendent. 

IOWA — Mt.  Pleasant  State  Hospital,  Mt.  Pleasant. 
Chas.  F.  Applegate,  M.  D.,  Superintendent. 
Frank  T.   Stevens,  M.  D.,  Assistant   Physician. 
Anne   Burnet,   M.  D.,   Assistant   Physician. 

Independence  State  Hospital,  Independence. 
W.  P.  Crumbacker,  M.  D.,  Superintendent. 

Clarinda  State  Hospital,  Clarinda. 

M.  E.  Witte,  M.  D.,  Superintendent. 

Mitchell  Charles  Mackin,  M.  D.,  Assistant  Physician, 
Cherokee  State  Hospital,  Cherokee. 

M.  Nelson  Voldeng,  M.  D,,  Superintendent. 

Mercy  Hospital,  Davenport. 

Gershom  H.  Hill,  M.  D.,  Equitable  Bldg.,  Des  Moines. 

KANSAS — OsAWATOMiE  State  Hospital,  Osawatomie. 

Topeka  State  Hospital,  Topeka. 

State  Hospital  for  Epileptics,  Parsons. 
M.  L.  Perry,  M.  D.,   Superintendent. 
B.  D.  Eastman,  M.  D.,  Topeka. 

KENTUCKY — Eastern  Kentucky  Asylum  for  the  Insane,  Lexington. 
J.  S.  Redwine,  M.  D.,  Superintendent. 
Central  Kentucky  Asylum  for  the  Insane,  Lakeland. 
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Western  Kentucky  Asylum  for  the  Insane,  Hopkinsville. 
George  P.  Sprague,  M.  D.,  Lexington. 
Malcolm  H.  Yeaman,  M.  D.,  Louisville. 

LOUISIANA — Louisiana  Insane  Asylum,  Jackson. 

MAINE — Maine  Insane  Hospital,  Augusta. 

Bigelow  T.  Sanborn,  M.  D.,  Superintendent. 
Horace  B.   Hill,  M.  D.,  Assistant  Superintendent. 
Eastern  Maine  Insane  Hospital,  Bangor. 
H.  Walter  Mitchell,  M.  D.,  Superintendent. 
P.  H.  S.  Vaughan,  M.  D.,  Assistant  Superintendent. 

MARYLAND — Mount  Hope  Retreat,  Baltimore. 

Charles  G.  Hill,  M.  D.,  Attending  Physician. 
Maryland  Hospital  for  the  Insane,  Catonsville. 

J.  Percy  Wade,  M.  D.,  Superintendent. 

R.  Edward  Garrett,  Assistant  Physician. 
Springfield  State  Hospital,  Sykesville. 

Joseph  Clement  Clark,  M.  D.,  Superintendent. 

Robert  P.  Winterode,  M.  D.,  Assistant  Physician. 
Sheppard  and  Enoch  Pratt  Hospital,  Towson. 

Edward  N.  Brush,  M.  D.,  Physician-in-Chief  and  Superintendent. 

W.  R.  Dunton,  Jr.,  M.  D.,  First  Assistant  Physician. 

Chas.  M.  Franklin,  M.  D.,  5  E.  Preston  Street,  Baltimore. 

R.  F.  Gundry,  M.  D.,  Richard  Gundry  Home,  Catonsville. 

Henry  M.  Hurd,  M.  D.,  Superintendent  Johns  Hopkins  Hospital, 
Baltimore. 

Henry  J.  Berkley,  M.  D.,  Baltimore. 

A.  T.  Gundry,  M.  D.,  The  Gundry  Sanitarium,  Catonsville. 

Jesse  C.  Coggins,  M.  D.,  Medical  Director,  The  Laurel  Sanitarium, 
Laurel. 

Cornelius  De  Weese,  M.  D.,  Medical  Director  The  Laurel  Sani- 
tarium,  Laurel. 

MASSACHUSETTS— McLean   Hospital,   Waverley. 

Geo.  T.  Tuttle,  M.  D.,   Superintendent.- 

E.   Stanley  Abbot,  M.  D.,  Assistant  Physician. 

Emma  W.  Mooers,  M.  D.,  Assistant  Physician. 

Guy  G.  Fernald,  M.  D.,  Assistant  Physician. 

Gilbert  V.  Hamilton,  M.  D.,  Assistant  Physician. 

Frederick  H.  Packard,  M.  D.,  Assistant  Physician. 
Boston  Insane  Hospital. 

William  Noyes,  M.  D.,  Superintendent,  Mattapan. 

Geo.  H.  Maxfield,  Assistant  Physician  Men's  Department. 
Worcester  Insane  Asylum,  Worcester. 

Ernest  V.   Scribner,  M.  D.,   Superintendent. 

H.  Louis  Stick,  M.  D.,  Assistant   Physician. 


GEOGRAPHICAL  DISTRIBUTION  MEMBERS  AND  INSTITUTIONS.       33 

Worcester  Insane  Hospital,  Worcester. 
Hosea  M.  Quinby,  M.  D.,  Superintendent. 
Theodore  A.   Hoch,  M.  D.,  Assistant   Physician. 
James  A.  Mackintosh,  M.  D.,  Assistant  Physician. 

Danvers  Insane  Hospital,  Hathorne. 

Chas.  W.   Page,   M.  D.,   Superintendent. 

Taunton  Insane  Hospital,  Taunton. 

Arthur  V.  Goss,  M.  D.,  Assistant  Physician. 
Benjamin  W,   Baker,  M.  D.,  Assistant  Physician. 
Florence  Hale  Abbot,  M.  D.,  Assistant  Physician. 

Northampton  State  Hospital,  Northampton. 
John  A.  Houston,  M.  D.,  Superintendent. 

Medfield  Insane  Asylum,  Harding. 

Edward  French,  M.  D.,  Superintendent. 
Lewis  M.  Walker,  M.  D.,  Assistant  Physician. 

Westborough   Insane  Hospital,   Westborough. 
George  S.  Adams,  M.  D.,  Superintendent. 
Henry  I.  Klopp,  M.  D.,  Assistant  Physician. 
Solomon  C.  Fuller,  M.  D.,  Assistant  Physician. 
Ida  J.  Brooks,  M.  D.,  Assistant  Physician. 
William  W.  Coles,  M.  D.,  Assistant  Physician. 

FoxBORO  State  Hospital,  Foxboro. 

Charles  E.  Woodbury,  M.  D.,  Superintendent. 

State  Hospital,  Tewksbury. 

John  H.  Nichols,  M.  D.,  Superintendent. 

Channing  Sanitarium,  Brookline. 

Walter  Channing,  M.  D.,  Superintendent. 
W.  M.  Knowlton,  M.  D. 

Asylum  for  Insane  Criminals,  State  Farm. 
C.  A.  Drew,  M.  D.,  Medical  Director. 

State  Colony  for  Insane,  Gardner. 

Charles  E.  Thompson,  M.  D.,  Superintendent. 

Massachusetts  Hospital  for  Epileptics,  Palmer. 
Everett  Flood,  M.  D.,   Superintendent. 
T.  W.  Fisher,  M.  D.,  Boston. 
George  F.  Jelly,  M.  D.,  69  Newbury  St.,  Boston. 
Henry  R.  Stedman,  M.  D.,   South  St.,  Brookline. 
N.  Emmons  Paine,  M.  D.,  The  Newton  Sanatorium,  West  Newton 
Alice  Bennett,  M.  D.,  Wrentham. 
G.  H.  M.  Rowe,  M.  D.,  City  Hospital,  Boston. 
Walter  E.  Femald,  M.  D.,  Waverley. 
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Lloyd  Vernon  Briggs,  M.  D.,  24  Mt.  Vernon  Street,  Boston. 

Dana  Fletcher  Downing,  M.  D.,  West  Newton. 

Joseph  B.  Rowland,  M.  D.,  General  Hospital,  Boston. 

Eben  C.  Norton,  M.  D.,  Norwood. 

Elmer  E.  Southard,  M.  D.,  Hathorne. 

Marcello   Hutchinson,   M.  D.,   Lynnfield   Centre. 

John  P.  Brown,  M.  D.,  218  Summer  Ave.,  Springfield. 

Lowell  F.  Wentworth,  M.  D.,  State  House,  Boston. 

Clifford  J.   Huyck,   M.  D.,   Gilbertville. 

Henry  M.  Swift,  M.  D.,  Hathorne. 

Henry  C.  Baldwin,  M.  D.,  126  Commonwealth  Ave.,  Boston. 

J.  L.  Hildreth,  M.  D.,  14  Garden  St.,  Cambridge. 

Herbert    B.    Howard,    M.  D.,    Massachusetts    General     Hospital, 

Boston. 
Edward  B.  Lane,  M.  D.,  419  Boylston  St.,  Boston. 
Owen  Copp,  M.  D.,  Boston. 
H.  W.  Page,  M.  D.,  Baldwinville. 
Edward  B.  Nims,  M.  D.,  Springfield. 
J.  F.  Edgerly,  M.  D.,  Newtonville. 
James  B.  Ayer,  M.  D.,  518  Beacon  St.,  Boston. 
Charles  G.  Dewey,  M.  D.,  539  Talbot  Ave.,  Dorchester. 
Arthur  C.  Jelly,  M.  D.,  69  Newbury  St.,  Boston. 
Edward    Cowles,    M.  D.,    Warren    Chambers,    419    Boylston    St. 

Boston. 
Isador  H.   Coriat,  M.  D.,  440  Newbury   Street,   Boston. 
Frederick  L.  Hills,  M.  D.,  Rutland. 

MICHIGAN — Michigan  Asylum  for  the  Insane,  Kalamazoo. 
Alfred  I.  Noble,  M.  D.,  Superintendent. 
William  A.   Stone,   M.  D.,  Assistant  Physician. 
Herman  Ostrander,   M.  D.,  Assistant  Physician. 
George  F.  Inch,  M.  D.,  Assistant  Physician. 

Eastern  Michigan  Asylum,  Pontiac. 

E.  A.  Christian,   M.  D.,  Superintendent. 
Irwin  H.  Neff,  M.  D.,  Assistant  Physician. 
Homer  E.  Clark,  M.  D.,  Assistant  Physician. 

Northern  Michigan  Asylum,  Traverse  City. 
James  D.  Munson,  M.  D.,  Superintendent. 

Asylum  for  Dangerous  and  Criminal  Insane,  Ionia. 
Oscar  P.  Long,  M.  D.,  Superintendent. 

Upper  Peninsula  Hospital  for  the  Insane,  Newberry. 
Earl  H.  Campbell,  M.  D.,  Superintendent. 

St.  Joseph's  Retreat,  Dearborn. 

J.  E.  Emerson,  M.  D.,  Attending  Physician. 
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Oak  Grove  Hospital,  Flint. 

C  B.  Burr,  M.  D.,  Medical  Director. 

Chas.   B.  Macartney,  M.  D.,  Assistant  Physician. 

E.  H.  Van  Deusen,  M.  D.,  Kalamazoo. 

Chas.  W.  Hitchcock,  M.  D.,  270  Woodward  Ave.,  Detroit. 

Walter  P.  Manton,  M.  D.,  32  Adams  Ave.,  West  Detroit. 

Albert  M.  Barrett,  M.  D.,  Ann  Arbor. 

Geo.  M.  Kline,  M.  D.,  Ann  Arbor. 

MINNESOTA — St.  Peter  State  Hospital,  St.  Peter. 
H.  A.  Tomlinson,  M.  D.,  Superintendent. 
W.  H.  Darling,  M.  D.,  Assistant  Superintendent. 

Rochester  State  Hospital,  Rochester. 

Arthur  F.  Kilbourne,  M.  D.,  Superintendent. 

School  for  Feeble-Minded  and  Colony  for  Epileptics,  Faribault. 
Arthuf  C.  Rogers,  M.  D.,  Superintendent. 

Fergus  Falls  State  Hospital,  Fergus  Falls. 
G.  O.  Welch,  M.  D.,  Superintendent. 
Franklin  S.  Wilcox,  First  Assistant  Physician. 
G.  A.  Chilgren,  M.  D.,  R.  F.  D.  No.  3,  St.  Peter. 
C.  Eugene  Riggs,  M.  D.,  St.  Paul. 
Arthur  Sweeney,  M.  D.,  St.   Paul. 

MISSISSIPPI — State  Insane  Hospital,  Asylum  P.  O. 
Thomas  J.  Mitchell,  M.  D.,  Superintendent. 
Nolan  Stewart,   M.  D.,  Assistant  Physician. 

East  Mississippi  Insane  Hospital,  Meridian. 
J.   M.  Buchanan,  M.  D.,  Superintendent. 

MISSOURI — St.  Vincent  Institution  for  the  Insane,  St,  Louis. 

State  Hospital  No.  i,  Fulton. 

State  Hospital  No.  2,  St.  Joseph. 

C.  R.  Woodson,  M.  D.,  Superintendent. 

State  Hospital  No.  3,  Nevada. 

State  Hospital  No.  4,  Farmington. 

William  F.  Kuhn,  M.  D.,  Superintendent. 

Colony  for  Feeble  Minded  and  Epileptic,  Marshall. 

City  Asylum,  St.  Louis. 

Henry  S.   Atkins,   M.  D.,   Superintendent. 
Charles  H.  Hughes,  M.  D.,  St.  Louis. 
Charles  G.  Chaddock,  M.  D.,  St.  Louis. 
George  C.  Crandall,  M.  D.,  St.  Louis. 
John  Punton,  M.  D.,  Kansas  City. 
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France  R.  Fry,  M.  D.,  St.  Louis. 
J.  F.  Robinson,  M.  D.,  Nevada,  Mo. 
Lemuel  T.   Hall,  M.  D.,   Farmington. 
Frank  L.  Keith,  M.  D.,  Flat  River. 
L.  H.  Callaway,  M.  D.,  Nevada. 

NEBRASKA — Nebraska  Hospital  for  the  Insane,  Lincoln. 
Asylum'  for  the  Chronic  Insane,  Hastings. 
Norfolk  Hospital  for  the  Insane,  Norfolk. 

NEVADA — Nevada  Hospital  for  Mental  Diseases,  Reno. 

NEW  HAMPSHIRE — New  Hampshire  State  Hospital,  Concord. 
Charles  P.  Bancroft,  M.  D.,  Superintendent. 
Harold  C.  Goodwin,  M.  D.,  Assistant  Physician. 

Highland  Spring  Sanatorium,  Nashua. 

Albert  Edward  Brownrigg,  M.  D.,  Superintendent. 

NEW  JERSEY — New  Jersey  State  Hospital,  Morris  Plains. 
B.  D.  Evans,  M.  D.,  Medical  Director. 
Peter  S.  Mallon,  M.  D.,  Assistant  Physician. 
E.  Moore  Fisher,  M.  D.,  Assistant  Physician. 
H.  Austin  Cossitt,  M.  D.,  Second  Assistant  Physician  and  Patholo- 
gist. 

New  Jersey  State  Hospital,  Trenton. 

Henry  A.  Cotton,  M.  D.,  Medical  Director. 

John  C.  Felty,  M.  D.,  Assistant  Physician. 

Paul  Lange  Cort,  M.  D.,  Assistant  Physician. 

Charles  Lewis  Allen,  M.  D.,  Pathologist  and  Assistant  Physician. 

New  Jersey  State  Village  for  Epileptics,  Skillman. 
Henry  M.  Weeks,  M.  D.,  Superintendent. 

Fair  Oaks  Sanatorium,  Summit. 
Eliot  Gorton,  M.  D. 
Thomas  P.  Prout,  M.  D. 
Daniel  T.  Millspaugh,  M.  D.,  Paterson. 
John  W.  Ward,  M.  D.,  Trenton. 
L.  S.  Hinckley,  M.  D.,  Newark. 
D.  M.  Dill,  M.  D.,  Newark. 
Raymond  D.  Baker,  M.  D.,  Morris  Plains. 
Christopher  S.  Beling,  M.  D.,  Newark. 
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NEW  YORK — Bloomingdale  Asylum,  White  Plains. 
Samuel  B.  Lyon,  M.  D.,  Superintendent. 
August  Hoch,  M.  D.,  First  Assistant  Physician. 
Albert   Durham,    M.  D.,    Assistant   Physician. 

Manhattan  State  Hospital,  Ward^s  Island,  New  York  City. 
William  Mabon,  M.  D.,  Superintendent  and  Medical  Director. 
John  T.  W.  Rowe,  M.  D.,  First  Assistant  Physician. 
Louis  C.  Pettit,  M.  D.,  Second  Assistant  Physician. 
Dwight  S.  Spellman,  M,  D.,  Second  Assistant  Physician. 
John  Rudolph  Knapp,  M.  D.,  Assistant  Physician. 
Samuel  W.  Hamilton,  M.  D.,  Assistant  Physician. 
Clarence  F.  Haviland,  M.  D.,  Assistant  Physician. 
Anna  E.  Hutchinson,  M.  D.,  Woman  Assistant  Physician. 
Morris  J.  Karpas,  M.  D.,  Assistant  Physician. 

Central  Islip  State  Hospital,  Central  Islip,  L.  I. 
George  A.  Smith,  M.  D.,  Superintendent. 
Marcus  B.  Heyman,  M.  D.,  First  Assistant  Physician. 
Calvin  B.  West,  M.  D.,  Assistant  Physician. 

Long  Island  State  Hospital,  Brooklyn. 
O.  M.  Dewing,  M.  D.,  Superintendent. 
Paul  G.  Taddiken,  M.  D.,  First  Assistant  Physician. 

Kings  Park  State  Hospital,  Kings  Park. 

William  Austin  Macy,  M.  D.,  Superintendent. 
De  Witt  C.  MacClymont,  M.  D.,  Assistant  Physician. 
George  O'Hanlon,  M.  D.,  First  Assistant  Physician. 
Donald  L.  Ross,  M.  D.,  Assistant  Physician. 

Hudson  River  State  Hospital,  Poughkeepsie. 
Chas.  W.  Pilgrim,  M.  D.,  Superintendent. 
Isham  G.  Harris,  M.  D.,  First  Asistant  Physician. 
Frederick  W.  Parsons,  M.  D.,  Second  Assistant  Physician. 

Marshall  Sanitarium,  Troy. 

Hiram  Elliott,  M.  D.,  Superintendent. 

Utica  State  Hospital,  Utica. 

Harold  L.  Palmer,  M.  D.,  Superintendent. 

George  H.  Torney,  Jr.,  M,  D.,  First  Assistant  Physician. 

Theodore  I.  Townsend,  M.  D.,  Assistant  Physician. 

BiNGHAMTON    StATE    HoSPITAL,    BiNGHAMTON. 

Charles  G.  Wagner,  M.  D.,   Superintendent. 

St.  Lawrence  State  Hospital,  Ogdensburg. 
R.  H.  Hutchings,  M.  D.,  Superintendent. 
Caroline  S.  Pease,  M.  D.,  Assistant  Physician. 
Elbert  M.  Somers,  Jr.,  M.  D.,  Assistant  Physician. 
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Roy  L.  Leak,  M.  D.,  Assistant  Physician. 
Walter  G.  Ryon,  M.  D.,  Assistant  Physician. 
Charles  M.  Burdick,  M.  D.,  Assistant  Physician. 
Ethan  A.  Nevin,  M.  D.,  Assistant  Physician. 

Matteawan  State  Hospital,  Fish  kill  Landing. 
Robert  B.   Lamb,   M.  D.,   Superintendent. 

Brigham  Hall,  Canandaigua. 

D.  R.  Burrell,  M.  D.,  Resident  Physician. 

WiLLARD  State  Hospital,  Willard. 

Robert  M.  Elliott,  M.  D.,  Superintendent. 
Chester  Lee  Carlisle,  M.  D.,  Assistant  Physician. 
Erving  Holley,  M.  D.,  Assistant  Physician. 
Robert  E.  Doran,  M.   D.,  First  Assistant  Physician. 
Wm.  H.  Montgomery,  M.  D.,  Assistant  Physician. 

Rochester  State  Hospital,  Rochester. 

Eugene  H.  Howard,  M.  D.,  Superintendent. 
Eveline  P.   Ballintine,  M.  D.,  Assistant  Physician. 
Ezra  B.  Potter,  M.  D.,  First  Assistant  Physician. 
Charles  T.  LaMoure,  M.  D.,  Second  Assistant  Physician. 
Irving  Lee  Walker,  M.  D.,  Assistant  Physician. 

Buffalo  State  Hospital,  Buffalo. 

Arthur  W.  Hurd,  M.  D.,  Superintendent. 
Henry  P.  Frost,  M.  D.,  First  Assistant  Physician. 
Helene  J.  C.  Kuhlman,  M.  D.,  Assistant  Physician. 
George  G.  Armstrong,   M.  D.,  Assistant  Physician. 
B.  Ross  Nairn,  M.  D.,  Assistant  Physician. 
Joseph  B.  Betts,  M.  D.,  Assistant  Physician. 

MiDDLETOWN    StATE    HOMEOPATHIC    HOSPITAL,     MiDDLETOWN. 

Maurice  C.  Ashley,  M.  D.,  Superintendent. 

Robert  C.  Woodman,  M.  D.,  First  Assistant  Physician. 

GowANDA  State  Homeopathic  Hospital,  Gowanda. 
Daniel  H.  Arthur,  M.  D.,  Superintendent. 

Dannemora  State  Hospital,  Dannemora. 
Charles  H.  North,  M.  D.,  Superintendent. 

Kings  County  Hospital,  Brooklyn. 

John  F.  Fitzgerald,  M.  D.,  General  Medical  Superintendent. 
Wm.  B.  Moseley,  M.  D.,  Assistant  Physician. 

State  Custodial  Asylum,  Rome. 

Craig  Colony  for  Epileptics,  Sonyea. 

Wm.  P.  Spratling,  M.  D.,  Superintendent. 
Wm.  T.  Shanahan,  M.  D.,  Assistant  Physician. 
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James  F,  Munson,  M.  D.,  Assistant  Physician. 

Daniel  A,  Harrison,  M.  D.,  Breezehurst  Terrace,  Whitestone,  L.  I. 

Carlos  F.  MacDonald,  M.  D.,  70  W.  46th  St.,  New  York. 

Ralph  L.  Parsons,  M.  D.,  Greenmont-on-Hudson,  Ossining  P.  O. 

O.  J.  Wilsey,  M.  D.,  Long  Island  Home,  Amityville. 

Frederick  Sefton,  M.  D.,  The  Pines,  Auburn. 

William  D.  Granger,  M.  D.,  Vernon  House,  Bronxville. 

Frederick  Peterson,  M.  D.,  4  W.  Fiftieth  St.,  New  York. 

Clarence  J.  Slocum,  M.  D.,  Central  Valley. 

Sidney  D.  Wilgus,  M.  D.,  New  York. 

B.  Sachs,  M.  D.,  21  E.  Sixty-fifth  St.,  New  York. 

H.  Ernest  Schmid,  M.  D.,  White  Plains. 

Theo.  H.  Kellogg,  M.  D.,  Riverdale,  New  York. 

J.  M.  Mosher,  M.  D.,  170  Washington  Ave.,  Albany. 

George  F.  M.  Bond,  M.  D.,  960  North  Broadway,  Yonkers. 

John  I.  McKelway,  M.  D.,  Owego. 

William  C.  Sylvester,  M.  D.,  No.  i  Madison  Ave.,  New  York. 

Edward  L.  Hanes,  M.  D.,  Dr.  Combes'  Sanitarium,  Flushing,  L.  I. 

J.  Joseph  Kindred,  M.  D.,  River-Crest  Sanitarium,  Astoria,  L.  I. 

Willett  S.  Brown,  M.  D.,  Sanford  Hall,  Flushing. 

Austin  Flint,  M.  D.,  118  E.  19th  St.,  New  York. 

Walter  R.  Gillette,  M.  D.,  24  W.  Fortieth  St.,  New  York. 

Flavins   Packer,  M.  D.,  The  Knolls,  261st  Street  and  Broadway, 

New  York  City. 
Whitman  V.  White,  M.  D.,  Park  Ave.  Hotel,  33d  Street,  New  York. 
William  Hirsch,  M.  D.,  52  E.  Sixty-fourth  St.,  New  York. 
Frank  W.  Robertson,  M.  D.,  411  West  End  Ave.,  New  York. 
Adolf  Meyer,  M.  D.,  Ward's  Island. 
George  B.  Campbell,  M.  D.,  78  Irving  Place,  New  York. 
Emma  Putnam,  M.  D.,  Poughkeepsie. 
L.  Pierce  Clark,  M.  D.,  23  West  58th  Street,  New  York. 
Geo.  S.  Youngling,  M.  D.,  453  West  34th  Street,  New  York. 
Charles  E.  Atwood,  M.  D.,  14  E.  60th  Street,  New  York. 
Arthur   C.  Delacroix,   M.  D.,   Brooklyn. 
Edward  A.  Sharp,  M.  D.,  Physician-in-Charge  Hillbourne  Farms, 

Katonah. 
Percy  Bryant,  M.  D.,  134  Hawthorne  St.,  Brooklyn. 
Wm.  L.  Russell,  M.  D.,  Poughkeepsie. 
Wm.  E.  Dold,  M.  D.,  Rivercrest,  Astoria. 
J.  W.  Wherry,  M.  D.,  Medical  Superintendent  "  Glenwood,"  Dans- 

ville. 
James  R.  Bolton,  M.  D.,  Physician-in-Charge,  "  Riverview,"  Fish- 

kill-on-Hudson. 
Fred   B.   Colby,   M.  D.,   Highland   Falls. 

NORTH  CAROLINA— State  Hospital,  Raleigh. 
James  McKee,  M.  D.,  Superintendent. 
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State  Hospital,  Morganton. 

P.  L.  Murphy,  M.  D.,  Superintendent. 

State  Hospital,  Goldsboro. 

W.  W.  Faison,  M.  D.,  Superintendent. 
Isaac  M.  Taylor,  M.  D.,  Morganton. 

NORTH  DAKOTA — State  Hospital  for  the  Insane  of  North  Dakota, 

Jamestown. 
Dwight  S.  Moore,  M.  D.,  Superintendent. 

OHIO — Longview  Hospital,  Carthage. 

F.  W.  Harmon,  M.  D.,  Superintendent. 

Dayton  State  Hospital,  Dayton. 

Arthur  F.   Shepherd,  M.  D.,   Superintendent. 

Columbus  State  Hospital,  Columbus. 
Geo.  Stockton,  M.  D.,  Superintendent. 
'  G.  H.  Williams,  M.  D,,  Assistant  Physician. 

Isabel  A.  Bradley,  M.  D.,  Pathologist. 
Samuel  F.  Orton,  M.  D.,  Assistant  Physician. 

Athens  State  Hospital,  Athens. 

Cleveland  State  Hospital,  Cleveland. 

Charles  H.  Clark,  M.  D.,  Superintendent. 
James  F.  Kelly,  M.  D.,  Assistant  Physician. 

Toledo  State  Hospital,  Toledo. 

Massillon  State  Hospital,  Massillon. 
H.  C.  Eyman,  M.  D.,  Superintendent. 
Caroline  Colver,  M.  D.,  Assistant  Physician. 
Edson  C.  Brown,  M.  D.,  Assistant  Physician. 
Jas.  M.  McGeorge,  M.  D.,  Assistant  Physician. 
John  D.  O'Brien,  M.  D.,  Assistant  Physician. 
George  F.  Cook,  M.  D.,  Oxford  Retreat,  Oxford. 
R.  Harvey  Cook,  M.  D.,  Oxford  Retreat,  Oxford. 
Wm.  Searl,  M.  D.,  Fair  Oaks,  Cuyahoga  Falls. 
J.  M.  Lewis,  M.  D.,  Cleveland. 
J.  M.  Ratliff,  M.  D.,  Dayton. 

F.  W.  Langdon,  M.  D.,  5  Garfield  Place,  Cincinnati. 
Berthold  A.  Williams,  M.  D.,  Cincinnati  Sanitarium,  College  Hill. 
A.  B.  Howard,  M.  D.,  Cleveland. 

George  F.  Harding,  M.  D.,  78  South  3d  Street,  Columbus. 
Charles  B.  Rogers,  M.  D.,  Cincinnati  Sanitarium,  College  Hill. 
H.  A.  Tobey,  M.  D.,  Toledo. 
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OREGON — Oregon  State  Insane  Asylum,  Salem. 

Henry  Waldo  Coe,  M.  D.,  Medical  Director  Crystal  Springs,  Port- 
land. 

Robert  L.  Gillespie,  M.  D.,  Medical  Director  Crystal  Springs, 
Portland. 

PENNSYLVANIA — Pennsylvania  Hospital  for  the  Insane,   Phil'a. 
John  B.   Chapin,  M.  D.,  Superintendent. 
A.   R.   Moulton,   M.  D.,   Senior  Assistant  Physician. 
Henry  B.  Nunemaker,  M.  D.,  Assistant  Physician. 

Friends'  Asylum  for  the  Insane,  Frankford,  Philadelphia. 
Robert  H.  Chase,  M.  D.,  Superintendent. 
Seymour  DeWitt  Ludlum,  M.  D.,  Assistant  Physician. 
Grace  E.  White,  M.  D.,  Assistant  Physician. 

Philadelphia   Hospital,   Insane   Department,    Philadelphia. 
State  Hospital  for  the  Insane,  Norristown. 

Mary  Moore  Wolfe,   M.  D.,  Resident  Physician  Department  for 

Women. 
Mary  Christiancy,  M.  D.,  Assistant  Physician. 
William  W.  Richardson,  M.  D.,   Resident  Physician,   Department 

for  Men. 
Clyde  R.  McKinnis,  M.  D.,  Assistant  Physician. 
Jeanette  PL  Sherman,  M.  D.,  Assistant  Physician. 

Pennsylvania  State  Hospital,  Harrisburg. 
H.  L.  Orth,  M.  D.,  Superintendent. 
W.  E.  Wright,  M.  D.,  Assistant  Physician. 

State  Hospital  for  the  Insane,  Warren. 
Morris  S.  Guth,  M.  D.,  Superintendent. 

State  Hospital  for  the  Insane,  Danville. 
Hugh  B.  Meredith,  M.  D.,  Superintendent. 

Western  Pennsylvania  Hospital  for  the  Insane,  Dixmont. 
Henry  A.  Hutchinson,  M.  D.,   Superintendent. 

Pennsylvania  Epileptic  Hospital  and  Colony  Farm,  Oakbourne. 

Pennsylvania  Training  School  for  Feeble  Minded,  Elwyn. 

Asylum  for  the  Chronic  Insane,  Wernersville. 
S.  S.  Hill,  M.  D.,  Superintendent. 

Hospital  for  the  Insane  of  Luzerne  County,  Retreat. 
Charles  B.  Mayberry,  M.  D.,  Superintendent. 
Harris  May  Carey,  M.  D.,  Assistant  Physician. 
Charles  K.  Mills,  M.  D.,  1909  Chestnut  St.,  Philadelphia. 
Jane  Rogers  Baker,  M.  D.,  Embreeville. 
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C.  Spencer  Kinney,  M.  D.,  Easton. 
Edward  E.  Mayer,  M.  D.,  Pittsburgh. 
Arno  C.  Voigt,  M.  D.,  Hawley. 

J.  Nicholas  Mitchell,  M.  D.,   1505  Spruce  Street,   Philadelphia. 
Charles   W.    Burr,    M.  D.,   University   of   Pennsylvania,    Philadel- 
phia. 

RHODE  ISLAND — Butler  Hospital,  Providence. 
G.  Alder  Blumer,  M.  D.,   Superintendent. 
Henry  C.  Hall,  M.  D.,  Assistant  Physician. 
Wm.  McDonald,  M.  D.,  Assistant  Physician. 

State  Hospital  for  the  Insane,  Cranston  (Howard  P.  O.). 
Arthur  H.  Harrington,  M.  D.,  Superintendent. 

Rhode  Island  State  Sanitarium,  Wallum  Lake. 
H.  L.  Barnes,  M.  D.,  Superintendent. 

SOUTH  CAROLINA — State  Hospital  for  the  Insane,  Columbia. 
J.  W.  Babcock,  M.  D.,  Superintendent. 
J.  L.  Thompson,  M.  D.,  Assistant  Physician. 

SOUTH  DAKOTA — South  Dakota  Hospital  for  the  Insane,  Yank- 
ton. 
L.  C.  Mead,  M.  D.,  Superintendent. 
George  Sheldon  Adams,  M.  D.,  Assistant  Superintendent. 

TENNESSEE — Central  Hospital  for  the  Insane,  Nashville. 
John  A.  Beauchamp,  M.  D.,  Superintendent. 
Albert  E.  Douglas,  M.  D.,  Assistant  Physician. 

Eastern  Hospital  for  the  Insane,  Knoxville. 

Michael   Campbell,   M.  D.,   Superintendent. 
Western  Hospital  for  the  Insane,  Bolivar. 

William  A.  Cheatham,  M.  D.,  Nashville. 

TEXAS — Hospital  for  the  Insane,  Austin. 

B.   M.   Worsham,  M.  D.,   Superintendent. 

North  Texas  Hospital  for  the  Insane,  Terrell. 
John  S.  Turner,  M.  D.,  Superintendent. 

Southwestern  Insane  Asylum,  San  Antonio. 
T.  O.  Maxwell,  M.  D.,   Superintendent. 

State  Epileptic  Colony,  Abilene. 

John  Preston,  M.  D.,  Superintendent. 
Marvin  L.  Graves,  M.  D.,  Galveston. 
G.   H.    Moody,   M.  D.,    San   Antonio. 
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UTAH — Utah  State  Mental  Hospital,  Provo  City. 
Daniel  H.  Calder,  M.  D.,  Superintendent. 

VERMONT — Brattleboro  Retreat,  Brattleboro. 
Shailer  E.  Lawton,  M.  D.,  Superintendent. 

Vermont  State  Hospital  for  the  Insane,  Waterbury. 

Clayton  G.  Andrews,  M.  D.,  Burlington, 

VIRGINIA — Eastern  State  Hospital,  Williamsburg. 

Central  State  Hospital,  Petersburg. 

William  F.  Drewry,  M.  D.,   Superintendent. 

Western  State  Hospital,  Staunton. 

J.   H.    Garlick,    M.  D.,    Assistant   Physician. 

Southwestern   State  Hospital,   Marion. 

E.  H.  Pomeroy,  M.  D.,  Black  Mountain,  Lee  County. 
L.  S.  Foster,  M.  D.,  Protestant  Hospital,  Norfolk. 

WASHINGTON — Western    Washington    Hospital    for    the    Insane, 

Fort  Steilacoom. 

Eastern  Washington  Hospital  for  the  Insane,  Medical  Lake. 

WEST  VIRGINIA — West  Virginia  Hospital  for  the  Insane  at  Wes- 
ton, Weston. 
West  Virginia  Hospital  for  the  Insane  at  Spencer,  Spencer. 
A.   J.   Lyons,   M.  D.,   Superintendent. 

West  Virginia  Asylum  at  Huntington,  Huntington. 

L.  V.  Guthrie,  M.  D.,  Superintendent. 
•     A.  H.  Kunst,  M.  D.,  Weston. 

WISCONSIN — Wisconsin  State  Hospital  for  the  Insane,  Mendota. 
Charles  Gorst,  M.  D.,  Superintendent. 

Northern  Hospital  for  the  Insane,  Winnebago. 
W.  A.  Gordon,  M.  D.,  Superintendent. 

Milwaukee  Hospital  for  the  Insane,  Wauwatosa. 
M.  J.  White,  M.  D.,   Superintendent. 

Asylum  for  the  Chronic  Insane,  Wauwatosa. 
William  F.  Beutler,  M.  D.,  Superintendent. 

Milwaukee  Sanitarium,  Wauwatosa. 

Richard  Dewey,  M.  D.,  Physician-in-Charge. 

John  B.  Edwards,  M.  D.,  Mauston. 

William  F.  Becker,  M.  D.,  604  Goldsmith  Bldg.,  Milwaukee. 
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Byron  M.  Caples,  M.  D.,  Waukesha  Springs. 

Uranus  O.  B.  Wingate,  M.  D.,  Milwaukee. 

Wm.  G.  Stearns,  M.  D.,  Lake  Geneva. 

E.  L.  Bullard,  M.  D.,  402  Camp  Bldg.,  Milwaukee. 

WYOMING — State  Hospital  for  the  Insane,  Evanston. 

PUERTO  RICO — Insane  Asylum,  San  Juan. 


BRITISH  AMERICA. 

ONTARIO — Asylum  for  the  Insane,  Toronto. 
Charles  K.  Clarke,  M.  D.,   Superintendent. 
John   Gerald  Fitzgerald,  M.  D.,  Assistant  Physician. 

Asylum  for  the  Insane,  London. 

G.  A.  MacCallum,  M.  D.,  Superintendent. 

H.   E.   Buchan,  M.  D.,  Assistant   Superintendent. 

RocKwooD  Hospital  for  the  Insane,  Kingston. 
Edward  Ryan,  M.  D.,  Superintendent. 

Asylum  for  the  Insane,  Hamilton. 

James    Russell,    M.  D.,    Superintendent. 

Asylum  for  the  Insane,  Mimico,  Toronto. 
Nelson  H.  Beemer,  M.  D.,  Superintendent. 

Asylum  for  the  Insane,  Brockville. 
Thomas  J.  Moher,  Superintendent. 

Asylum  for  the  Insane,  Cobourg. 

Charles  E.  Hickey,  M.  D.,   Superintendent. 

HoMEwooD  Sanitarium,  Guelph. 

Alfred  T.  Hobbs,   M.  D.,   Superintendent. 

Eugene  C.  McNicholl,  M.  D.,  Cobourg. 

Donald  Campbell  Meyers,  M.  D.,  Deer  Park,  Toronto. 

QUEBEC — Protestant  Hospital  for  the  Insane,  Montreal. 
T.  J.  W.  Burgess,  M.  D.,  Superintendent. 
Carlyle  A.  Porteous,  M.  D.,  Assistant  Superintendent. 
Andrew  Macphail,  M.  D.,   Pathologist. 

Saint  Jean  de  Dieu  Hospital  for  the  Insane,  Longue  Pointe. 
George  Villeneuve,  M.  D.,  Superintendent. 
E.  Philippe  Chagnon,  M.  D.,  Montreal. 

David     Alexander    Shirres,    M.  D.,    670    Sherbrooke    St.,    West, 
Montreal. 
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Quebec  Asylum  for  the  Insane,  Quebec. 

Beaufort  Asylum,  Beaufort. 

M.  D.  Brochu,  M.  D.,  Superintendent. 

NOVA  SCOTIA — Nova  Scotia  Hospital  for  the  Insane,  Halifax. 
W.  H.  Hattie,  M.  D.,  Superintendent. 
Frederick  E.  Lawlor,  M.  D.,  Assistant  Physician. 
Geo.  L.  Sinclair,  M.  D.,  Halifax. 

NEW  BRUNSWICK Provincial  Hosfital,  St.  John. 

James  V.  Anglin,  M.  D.,   Superintendent. 

PRINCE  EDWARD  ISLAND— Hospital  for  Insane,  Charlottetown. 
V.  L.  Goodwill,  M.  D.,  Medical  Superintendent. 

NEWFOUNDLAND — Asylum  for  the  Insane,  St.  Johi^'s. 

BRITISH  COLUMBIA— Public    Hospital    for    Insane,    New    West- 
minster. 
Charles   Edward   Doherty,   M.  D.,   Superintendent. 

MANITOBA — Selkirk  Asylum,  Selkirk. 

David  Young,  M.  D.,  Superintendent. 


46  AMERICAN    MEDICO-PSYCHOLOGICAL   ASSOCIATION. 

HONORARY  MEMBERS. 

T.  S.  Clouston,  M.  D.,  R  R.  C  P.,  R  R.  S.  E.,  Edinburgh,  Scotland. 

David  Yellowlees,  M.  D.,  R  R  P.  S.,  LL.  D.,  Glasgow,  Scotland. 

A.  Motet,  M.  D.,  Paris,  France. 

A.  Tamburini,  M,  D,,  Reggio-Emilia,  Italy. 

Stephen  Smith,  M.  D.,  New  York,  N.  Y. 

G.  Stanley  Hall,  Ph.  D.,  LL.  D.,  Worcester,  Mass. 

Charles   F.   Folsom,  M.  D.,   Boston,  Mass. 

James  Rutherford,  M.  D.,  F.  R.  C.  P.,  R  R  P.  S.,  Dumfries,  Scotland. 

S.  Weir  Mitchell,  M.  D.,  Philadelphia,  Pa. 
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CONSTITUTION. 


Article  I. 

This  organization  shall  be  known  as  the  American  Medico- 
Psychological  Association,  this  name  being  adopted  in  1892 
by  "  The  Association  of  Medical  Superintendents  of  American 
Institutions  for  the  Insane/'  founded  in  1844. 

Article  II. 

The  object  of  this  Association  shall  be  the  study  of  all  subjects 
pertaining  to  mental  disease,  including  the  care,  treatment,  and 
promotion  of  the  best  interests  of  the  insane. 

Article  III. 

There  shall  be  four  classes  of  members  :  ( i )  Active  members, 
who  shall  be  physicians,  resident  in  the  United  States  and  British 
America,  especially  interested  in  the  treatment  of  insanity ;  (2) 
Associate  members;  (3)  Honorary  members;  and  (4)  Corre- 
sponding members. 

Article  IV. 

The  officers  of  the  Association  shall  consist  of  a  President, 
Vice-President,  Secretary — who  shall  also  be  the  Treasurer — three 
Auditors,  and  twelve  other  members  of  the  Association  to  be  called 
Councilors ;  all  of  these  officers  together  shall  constitute  a  body 
which  shall  be  known  as  the  Council. 

_  Note. — The  Association  of  Medical  Superintendents  of  American  Institu- 
tions for  the  Insane  was  founded  in  1844  by  the  original  thirteen  members. 
In  1891,  when  its  membership  had  increased'  to  more  than  two  hundred,  it 
was  proposed,  at  the  annual  meeting  of  that  year  in  Washington,  to  form 
a  better  organization  of  the  Association — its  work  having  previously  been 
done  under  the  somewhat  unstable  rules  of  custom  and  a  few  resolutions 
scattered  through  its  records.  The  proposition  was  agreed  to,  and  at  the 
annual  meeting  in  Washington,  in  1892  there  was  unanimously  adopted  the 
following  Constitution  and  By-Laws,  with  the  change  of  name  to  the 
American  Medico-Psychological  Association. 
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Article  V. 

The  Active  members  of  the  Association  shall  include  all  past 
and  present  medical  superintendents  named  in  the  official  list  pub- 
lished for  1892  of  members  of  "  The  Association  of  Medical 
Superintendents  of  American  Institutions  for  the  Insane  " ;  the 
Honorary  members  shall  include  those  so  designated  in  that  list; 
the  Associate  members  shall  include  all  the  assistant  physicians 
named  in  the  same  list;  it  being  provided  that  said  list  shall  be 
corrected  by  the  Council,  as  may  be  necessary  to  carry  out  the 
intention  of  the  Constitution  as  to  the  continuance  of  existing 
membership. 

Every  candidate  for  admission  to  the.  Association  hereafter  as 
an  Active  member  shall  be  proposed  to  the  Council,  in  writing, 
in  an  application  addressed  to  the  President,  at  any  annual  meet- 
ing preceding  the  one  at  which  the  election  is  held.  Honorary, 
Associate,  or  Corresponding  members  shall  be  proposed  to  the 
Council,  in  writing,  in  an  application  addressed  to  the  President, 
at  least  two  months  prior  to  the  meeting  of  the  Association. 
Every  application  of  whatever  class  must  include  a  statement  of 
the  candidate's  name  and  residence,  professional  qualifications, 
and  any  appointments  then  or  formerly  held,  and  certifying  that 
he  is  a  fit  and  proper  person  for  membership.  In  the  case  of  a 
candidate  for  Active  or  Associate  membership,  the  application 
shall  be  signed  by  three  Active  members  of  the  Association ;  and 
by  six  Active  members  for  the  proposal  of  an  Honorary  or  Corre- 
sponding member.  The  names  of  all  candidates  approved  by  a 
majority  vote  of  members  of  the  Council  present  at  its  annual 
meeting  shall  be  presented  on  a  written  or  printed  ballot  to  the 
Association  at  its  concurrent  annual  meeting,  at  least  one  session 
previous  to  that  at  which  the  election  is  made,  which  shall  be  by 
ballot  at  a  regular  session,  and  require  a  majority  vote  of  the 
members  present.  Physicians  who,  by  their  professional  work 
or  published  writings,  have  shown  a  special  interest  in  the  care 
and  welfare  of  the  insane,  are  eligible  to  Active  membership. 
The  only  persons  eligible  for  Associate  membership  are  regularly 
appointed  assistant  physicians  of  institutions  for  the  insane  that 
are  regarded  to  be  properly  such  by  the  Council ;  and  they  are 
eligible  for  such  membership  only  during  the  time  they  are  hold- 
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ing  such  appointments.  After  holding  such  an  appointment  three 
years,  an  Associate  member  may  become  an  Active  member  by 
making  appHcation,  in  writing,  to  the  Council,  and  upon  its 
approval,  being  elected  in  the  manner  heretofore  prescribed. 

Article  VI. 

Physicians  and  others  who  have  distinguished  themselves  by 
their  attainments  in  branches  of  science  connected  with  insanity, 
or  who  have  rendered  signal  service  in  philanthropic  efforts  to 
promote  the  interests  of  the  insane,  shall  be  eligible  for  Honorary 
membership. 

Physicians  not  residents  in  the  United  States  and  British  Amer- 
ica, who  are  actively  engaged  in  the  treatment  of  insanity,  may  be 
elected  Corresponding  members. 

Active  members  only  shall  be  entitled  to  a  vote  at  any  meeting, 
or  be  eligible  to  any  office.  Honorary  and  Corresponding  mem- 
bers shall  be  exempt  from  all  payments  to  the  Association. 

Article  VII. 

Any  member  of  the  Association  may  withdraw  from  it  on  signi- 
fying his  desire  to  do  so  in  writing  to  the  Secretary:  Provided, 
That  he  shall  have  paid  all  his  dues  to  the  Association.  Any 
member  who  shall  fail  for  three  successive  years  to  pay  his  dues 
after  special  notice  by  the  Treasurer  shall  be  regarded  as  having 
resigned  his  membership,  unless  such  dues  shall  have  been  re- 
mitted by  the  Council  for  good  and  sufficient  reasons. 

And  member  who  shall  be  declared  unfit  for  membership  by 
a  two-thirds  vote  of  the  members  of  the  Council  present  at  an 
annual  meeting  of  that  body  shall  have  his  name  presented  by 
it  for  the  action  of  the  Association  from  which  he  shall  be  dis- 
missed if  it  be  so  voted  by  two-thirds  of  the  members  present  at 
its  annual  meeting. 

Article  VIII. 

The  Officers  and  Councilors  shall  be  elected  at  each  annual 
meeting.  They  shall  be  nominated  to  the  Association  on  the 
second  day  of  the  annual  meeting  in  the  order  of  business  of  the 
first  session  of  that  day,  by  a  committee  appointed  for  that  pur- 
pose by  the  President ;  and  the  election  shall  take  place  immedi- 
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ately.  The  election  shall  be  made  as  the  meeting  may  determine, 
and  the  person  who  shall  have  received  the  highest  number  of 
votes  shall  be  declared  elected  to  the  office  for  which  he  has  been 
nominated. 

The  President,  Vice-President,  the  Secretary  and  Treasurer, 
and  Auditors  shall  hold  office  for  one  year  or  until  the  beginning 
of  the  term  for  which  their  successors  are  elected.  One  Auditor 
shall  be  elected  for  one  year,  one  for  two  years,  and  one  for  three 
years.  The  Secretary  and  Treasurer  and  one  Auditor  are  eligible 
for  re-election.  At  the  first  election'  of  Councilors,  four  members 
shall  be  elected  for  one  year,  four  for  two  years,  and  four  for  three 
years ;  and  thereafter  four  members  shaU  be  elected  each  year  to 
hold  office  three  years,  or  until  their  successors  are  elected.  The 
President,  Vice-President,  one  Auditor,  arid  ihe  four  retiring 
Councilors  are  ineligible  fof  re-election  to  their  respective  offices 
for  one  year  immediately  following  their  retirement.  All  the  Offi- 
cers and  Councilors  shall  enter  upon  their  duties  immediately  after 
their  election,  excepting  the  President  and  Vice-President.  When 
any  vacancies  occur  in  any  of  the  offices  of  the  Association,  they 
shall  be  filled  by  the  Council  until  the  next  annual  meeting. 

A  quorum  of  the  Council  shall  be  formed  by  six  members ;  and 
of  the  Association  by  twenty  Active  members. 

Article  IX. 

The  President  and  Vice-President  for  the  year  shall  enter  on 
their  duties  at  the  close  of  the  business  of  the  annual  meeting  at 
which  they  are  elected.  The  President  shall  prepare  an  inaugural 
address  to  be  delivered  at  the  opening  session  of  the  meeting. 
He  shall  preside  at  all  the  annual  or  special  meetings  of  the 
Association  or  Council,  or  in  his  absence  at  any  time,  the  Vice- 
President  shall  act  in  his  place. 

The  Secretary  and  Treasurer  shall  keep  the  records  of  the 
Association  and  perform  all  the  duties  usually  pertaining  to  that 
office,  and  such  other  duties  as  may  be  prescribed  for  him  by  the 
Council ;  and  under  the  same  authority  he  shall  receive  and  dis- 
burse and  duly  account  for  all  sums  of  money  belonging  to  the 
Association.  He  shall  keep  accurate  accounts  and  vouchers  of 
all  his  receipts  and  payments  on  behalf  of  the  Association,  and  of 
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all  invested  funds,  with  the  income  and  disposition  thereof,  that 
may  be  placed  in  his  keeping,  and  shall  submit  these  accounts,  with 
a  financial  report  for  the  preceding  year,  to  the  Council  at  its 
annual  meeting.  Each  annual  statement  shall  be  examined  by 
the  Auditors,  who  shall  prepare  and  present  at  each  annual  meet- 
ing of  the  Association  a  report  showing  its  financial  condition. 
The  Council  shall  have  charge  of  any  funds  in  the  possession  of 
the  Association,  and  which  shall  be  invested  under  its  direction 
and  control.  The  Council  shall  keep  a  careful  record  of  its  pro- 
ceedings, and  make  an  annual  report  to  the  Association  of  matters 
of  general  interest.  The  Council  shall  also  print  annually  the 
proceedings  of  the  meetings  of  the  Association  and  the  reports  of 
the  Treasurer  and  Auditors. 

The  Council  is  empowered  to  manage  all  the  affairs  of  the  Asso- 
ciation, subject  to  the  Constitution  and  By-Laws ;  to  appoint  com- 
mittees from  the  membership  of  the  Association,  and  spend  money 
out  of  its  surplus  funds  for  special  scientific  investigations  in 
matters  pertaining  to  the  objects  of  the  Association,  to  publish 
reports  of  such  scientific  investigations ;  to  apply  the  income  of 
special  funds,  at  its  discretion,  to  the  purposes  for  which  they 
were  intended.  The  Council  may  also  engage  in  the  regfular 
publication  of  reports,  papers,  transactions,  and  other  matters,  in 
annual  volume,  or  in  a  journal,  in  such  manner  and  at  such 
times  as  the  Council  may  determine,  with  the  approval  of  the 
Association. 

Article  X. 
Amendments  to  the  Constitution  and  By-Laws  shall  be  taken 
up  for  consideration  at  the  first  session  of  the  second  day  of  any 
annual  meeting,  and  may  be  made  by  a  two-thirds  vote  of  all 
the  members  present:  Provided,  That  notice  of  such  proposed 
amendments  be  given  in  writing  at  the  annual  meeting  next  pre- 
ceding. It  shall  be  the  duty  of  the  Secretary  to  send  to  all  the 
members  a  copy  of  any  proposed  amendment  at  least  three  months 
previous  to  the  meeting  when  the  action  is  to  be  taken. 
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BY-LAWS. 


Article  I. 

The  meetings  of  the  Association  shall  be  held  annually.  The 
time  and  place  of  each  meeting  shall  be  named  by  the  Council,  and 
reported  to  the  Association  for  its  action  at  the  preceding  meeting. 
Each  annual  meeting  shall  be  called  by  printed  announcements 
sent  to  each  member  at  least  three  months  previous  to  the  meeting. 

The  Council  shall  hold  an  annual  meeting  concurrent  with  the 
annual  meeting  of  the  Association ;  and  the  Council  shall  hold  as 
many  sessions  and  at  such  times  as  the  business  of  the  Association 
may  require. 

Special  meetings  of  the  Council  may  be  called  by  the  order  of 
the  Council.  The  President  shall  have  authority  at  any  time,  at 
his  own  discretion,  to  instruct  the  Secretary  to  call  a  special  meet- 
ing of  the  Council ;  and  he  shall  be  required  to  do  so  upon  a 
request  signed  by  six  members  of  the  Council.  Such  special 
meetings  shall  be  called  by  giving  at  least  four  weeks'  written 
notice. 

Article  II. 

Each  and  every  Active  and  Associate  member  shall  pay  an 
annual  tax  to  the  Treasurer,  the  amount  to  be  fixed  annually  by 
the  Council,  not  to  exceed  five  dollars  for  an  Active  member,  or 
two  dollars  for  an  Associate  member. 

Article  III. 
The  order  of  business  of  each  annual  meeting  of  the  Association       j 
shall  be  determined  by  the  Council,  and  shall  be  printed  for  the       I 
use  of  the  Association  at  its  meeting.  The  Council  shall  also  make 
all  arrangements  for  the  meetings  of  the  Association,  appointing 
such  auxiliary  committees  from  its  own  body,  or  from  other  mem- 
bers of  the  Association,  and  making  such  other  provisions  as  shall 
be  requisite,  at  its  discretion. 


NOTE. 

The  accompanying  volume,  containing  the  proceedings,  papers, 
and  discussions  of  the  American  Medico-Psychological  Associa- 
tion at  its  Sixty-third  Annual  Meeting,  is  printed  by  the  Council 
with  the  approval  of  the  Association. 

CHARLES  W.  PILGRIM, 

Secretary. 

POUGHKEEPSIE,    N.    Y., 

October  i,  1907. 


AMERICAN  MEDICO-PSYCHOLOGICAL 
ASSOCIATION. 


PROCEEDINGS  OF  THE  SIXTY-THIRD  ANNUAL  MEETING. 
Washington^  D.  C,  May  7,  1907. — First  Session. 

The  Association  was  called  to  order  by  the  President,  Dr. 
Charles  G.  Hill,  of  Baltimore,  Md.,  at  the  New  Willard  Hotel, 
at  10.30  a.  m.,  who  said : 

*'  It  gives  me  great  pleasure  to  call  to  order  the  Sixty-third 
Annual  Convention  of  the  American  Medico-Psychological 
Association. 

"  Dr  William  A.  White,  the  Chairman  of  the  Committee  of 
Arrangements,  will  introduce  the  gentlemen  who  are  to  welcome 
us  to  this  city." 

Dr.  White. — We  have  with  us  to-day  a  gentleman  who,  at  the 
last  Washington  meeting  of  this  Association,  was  good  enough  to 
address  us  and  we  became  so  well  acquainted  with  him  at  that 
time,  I  thought  in  my  capacity  as  Chairman  of  the  Committee  of 
Arrangements  that  it  would  be  advantageous  to  continue  our 
acquaintance  with  him.  I  think  it  is  well  to  listen  to  the  gentle- 
man who  has  charge  of  the  public  welfare  in  the  way  of  public 
health.  I  have  the  honor  and  the  extreme  pleasure  of  introducing 
to  you  Surgeon-General  Walter  Wyman,  of  the  Public  and  Marine 
Hospital  Service,  of  Washington.     (Applause.) 

Dr.  Wyman  said: 

Mr.  Chairman,  Ladies  and  Gentlemen  of  the  American  Medico -Psycholog- 
ical Association: 
I  have  prepared  no  formal  address  in  trying  to  greet  you  this  morning. 
In  fact,  I  did  not  think  formality  was  what  was  required.  As  Dr.  White 
has  so  pleasantly  said,  I  feel  already  acquainted  with  this  Association, 
having  some  four  years  ago,  I  believe  it  was,  at  the  annual  meeting  here 
in  Washington,  had  the  pleasure  of  addressing  a  few  words  to  you,  just 
as  I  am  now  doing.  Now  I  wish  to  say  that,  subsequently  to  that  time, 
I  have  occasionally  from  time  to  time  met  various  members  of  this  Asso- 
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ciation,  and  it  has  been  a  great  pleasure  to  feel  that  they  remembered  me 
and  knew  me,  so  that  I  feel  more  or  less  at  home  with  this  Association 
and  its  members. 

Speaking  of  that  time  three  or  four  years  ago,  I  will  be  pardoned  I 
am  sure,  if  I  refer  to  the  gentleman  who  introduced  me  at  that  time.  Dr. 
A.  B.  Richardson.  The  years  that  have  passed  since  his  death  have  not 
diminished  the  respect  and  love  that  all  who  knew  him  felt  for  him.  He 
was  a  member  of  this  Association,  and  I  am  sure  I  am  appealing  to  the 
sentiments  of  all  here  when  I  speak  of  him  in  these  terms  of  affection. 
It  seemed  to  me  he  represented  the  highest  type  of  the  physician  and  the 
highest  type  of  the  specialist.  His  methods  of  life,  his  career  and  his 
memory  are  all  an  honor,  particularly  to  this  branch  of  the  medical  pro- 
fession. 

As  I  was  seated  a  fev/  moments  ago,  I  met  the  distinguished  Secretary 
of  this  Congress  of  American  Physicians  and  Surgeons,  Dr.  W.  H.  Car- 
malt,  and  he  said,  "  You  seem  to  be  everywhere.  What  are  you  doing 
here  ?  "  "  Well,"  I  replied,  "  I  have  some  acquaintance  with  this  Associa- 
tion and  I  have  been  asked  to  welcome  them  on  the  part  of  the  Public 
Health  and  Marine  Hospital  Service."  His  remark,  however,  brought  up 
the  idea  of  the  connection  between  the  Public  Health  and  Marine  Hospital 
Service  and  this  Association.  If  I  had  had  time,  I  would  have  shown  him 
some  good  reasons  why  I  might  be  here. 

Of  course  the  Public  Health  and  Marine  Hospital  Service  is  devoted 
particularly  to  sanitation  and  hygiene  and  the  medical  examination  of 
immigrants.  Now  there  is  a  great  connection,  as  I  believe,  between  sani- 
tation and  even  the  matters  which  come  before  the  specialists  of  this 
Association.  We  who  are  interested  in  the  great  sanitary  movement  which 
is  going  on  and  which  is  growing  rapidly,  feel  that  sanitation,  the  elimina- 
tion of  the  slums,  providing  good  food,  water,  air  and  sunshine,  form 
together  perhaps  the  most  important  means  for  the  greatest  good  to  the 
greatest  number;  that  it  is,  in  a  measure,  a  kind  of  cure  all  for  all  the 
evils  of  the  body  politic,  including  individual  diseases.  I  believe  it  would 
be  a  very  interesting  matter  to  study  what  would  be  the  effect,  if  we  had 
perfect  sanitation  and  perfect  hygiene  throughout  the  whole  United  States, 
upon  insanity  and  mental  disorders.  I  feel  sure  that  perfect  sanitation 
and  perfect  hygiene  would  add  very  greatly  to  the  amelioration  of  those 
conditions  which  you  are  called  upon  to  treat. 

Another  very  important  part  of  the  public  health  service  is  the  detec- 
tion of  insane  aliens.  Thousands  of  them  land  at  New  York,  Boston, 
Baltimore,  Philadelphia,  and  in  fact,  all  the  ports  of  entry  around  the 
coast.  It  is  our  duty  to  detect  these  aliens  who  are  insane,  as  well  as 
afflicted  with  other  diseases,  and  I  wish  to  say  right  here  that  we  have 
been  aided  in  this  work  by  a  prominent  member  of  your  Association,  Dr. 
White,  who  has  kindly  consented  that  the  gentlemen  on  our  corps  who  are 
appointed  in  the  general  service  and  are  not  specialists,  and  yet  must 
have  some  knowledge  of  all  specialties,  may  study  in  his  institution.     He 
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has  permitted  us  to  introduce  our  younger  officers  into  his  institution 
where  they  may  become  competent  to  detect  insane  aliens  when  they 
arrive.  We  have  effected  an  exchange  with  him  by  which  his  own  assist- 
ants may  serve  us  temporarily  at  Ellis  Island.  You  see  the  relation 
between  the  Public  Health  and  Marine  Hospital  Service  and  this  Asso- 
ciation is  not  so  far-fetched,  and  I  am  only  sorry  that  Dr.  Carmalt  is  not 
here  to  hear  this  explanation. 

It  is  not  expected  that  this  address  of  welcome  should  be  a  long  dis- 
course. It  was  simply  as  a  resident  of  Washington  that  I  was  to  wel- 
come you  here  to  the  enjoyment  of  the  Capitol  City.  In  doing  that,  you 
are  being  merely  welcomed  to  what  is  really  your  own.  I  think  that  if 
there  is  anything  that  impresses  the  stranger  in  Washington,  it  is  the 
fact  that  they  are  made  to  feel  at  home.  Why  should  they  not  feel  at 
home?  It  is  their  own  city.  Everybody,  I  think,  who  comes,  has  a  feeling 
that  it  is  their  city — that  it  truly  belongs  to  them  because  it  belongs  to  the 
whole  country. 

I  hope  that  before  the  day  is  over  the  sun  will  shine  again  and  that 
before  you  go,  we  may  be  able  to  give  you  an  idea  of  our  Washington 
weather,  which  in  May  is  so  delightful.  Having  looked  over  the  pro- 
gramme, I  know  you  will  have  a  very  profitable  meeting,  and  wishing  you, 
as  well,  a  very  pleasant  social  time,  I  again  bid  you  welcome.    (Applause.) 

Dr.  White. — Perhaps  there  is  no  body  of  scientific  and  profes- 
sional men  who  fraternize  so  well  as  the  medical  men.  Other 
scientific  and  professional  people  have  their  organizations,  it  is  true, 
but  hardly  to  the  extent  that  the  medical  men  have.  It  is  said, 
for  instance,  of  the  lawyers,  that  they  have  their  bar  associations, 
the  only  function  of  which  is  to  meet,  on  the  death  of  a  member, 
and  pass  resolutions.  This  does  not  aply  to  the  medical  profes- 
sion, and  particularly  here  in  Washington,  the  medical  atmosphere 
is  alive  with  interest  in  medical  societies  and  organizations,  and 
the  medical  men  in  Washington  are  always  glad  to  welcome 
medical  men  from  other  cities.  We  have  with  us  this  morning 
the  President  of  the  representative  medical  society  of  this  city, 
the  Medical  Society  of  the  District  of  Columbia.  I  take  great 
pleasure  in  introducing  to  you  Dr.  D.  K.  Shute. 

Dr.  Shute  said: 

Mr,  President  J  Ladies  and  Gentlemen  of  the  American  Medico-Psycholog- 
ical Association: 

I  have  been  lecturing  to  medical  students  for  eighteen  years  and  have 
always  done  so  with  comparative  pleasure  and  comfort,  but  I  assure  you 
there  are  few  occasions  upon  which  I  have  had  to  make  an  address  of 
welcome,  and  I  have  always  done  so  with  mingled  feelings  of  pleasure 
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and  trepidation.  Of  course  it  is  a  pleasure  to  welcome  to  Washington  a 
body  of  representative  medical  men  and  women,  but  it  is  very  difficult  to 
make  a  speech  upon  a  general  occasion  of  this  character. 

I  certainly  hope  that  while  you  are  in  Washington,  you  will  have  a 
most  pleasant  and  delightful  time,  and  I  sincerely  hope  that  the  desire 
expressed  by  Surgeon-General  Wyman  that  you  will  have  a  little  sun- 
shine and  see  Washington  at  its  best  at  this  season  will  be  realized. 

I  trust  that  your  sessions  devoted  to  the  study  and  discussion  of  your 
specialty  will  be  profitable  and  pleasant.  My  own  specialty  is  ophthalmol- 
ogy, which  indeed  has  some  connection  to  your  special  branch  of  the 
profession.  In  my  capacity  as  visiting  physician  to  one  of  our  hospitals, 
it  is  my  fortune  to  be  brought  in  contact  with  some  fifteen  or  twenty 
insane  patients  in  the  course  of  a  year,  and  I  therefore  think  that  I  have 
a  somewhat  amateur  knowledge  of  insanity,  and  in  consequence  feel  quite 
at  home  among  you. 

It  seems  to  me  one  of  the  most  interesting  facts  of  medicine,  especially 
of  this  branch  of  medicine,  upon  which  American  physicians  can  con- 
gratulate themselves,  that  it  was  in  America  that  the  old  and  cruel  and 
barbarous  superstition  so  long  held,  that  a  demon  possessed  the  insane 
individual  and  that  he  should  be  a  social  outcast  was  first  overthrown. 
It  seems  to  me  a  great  honor  that  an  American  should  have  started 
reform  in  this  branch  of  medicine,  as  Benjamin  Rush  did  in  Philadelphia, 
about  one  hundred  years  ago.  It  was  a  very  difficult  thing  for  Europe 
to  get  away  from  the  atrocities  which  then  prevailed  and  to  get  a  public 
spirit  aroused  before  undertaking  the  task.  It  will  do  no  harm  to  recall 
the  fact  that  an  American,  Benjamin  Rush,  started  this  reform  in  treating 
the  insane,  not  as  demon-possessed  individuals  who  should  be  chained 
and  locked  in  cells,  but  people,  simply,  who  had  a  disease  of  the  brain. 

I  think  this  great  reform  in  recognizing  that  insanity  is  largely,  if  not 
entirely,  a  matter  of  disease  of  the  brain,  had  a  great  deal  to  do  with 
transforming  the  metaphysical  speculations  of  the  middle  ages  into  the 
modern  experimental  psychology.  It  seems  to  me  one  of  the  greatest 
reforms  in  medicine — putting  the  study  of  the  human  mind  upon  a  scien- 
tific basis,  realizing  that  no  demon  possessed  the  insane,  and  that  in  treat- 
ing the  insane  we  are  simply  dealing  with  a  scientific  problem  of  one  part 
of  the  body — the  human  brain. 

I  am  sorry  that  Congressman  Barchfeld  is  not  here  because  I  had 
deluded  myself  with  the  idea  that  we  would  have  an  attractive  address 
from  him,  and  that  the  part  I  should  play,  in  consequence,  would  be  a 
very  brief  and  formal  one. 

In  conclusion,  ladies  and  gentlemen,  in  my  capacity  as  president  of  the 
oldest  medical  society  of  the  District  of  Columbia,  I  extend  a  most  cordial 
greeting  to  your  society,  in  which  greeting  the  medical  profession  of  the 
City  of  Washington  joins  me,  to  this  representative  gathering.  I  sincerely 
wish  for  you  one  and  all  a  most  interesting  and  delightful  time,  as  well 
as  profitable  gathering  of  this  Association.     (Applause.) 
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The  President. — Gentlemen  of  the  Association:  While  it  is 
quite  true  that  we  feel  a  certain  claim  upon  the  National  Capitol — 
the  institution  belongs  to  us  all — we  feel  the  same  claim  that  we 
do  in  our  State  Hospitals,  penitentiaries,  and  other  public  institu- 
tions, but  when  we  have  visited  those  places,  either  from  desire 
or  from  necessity,  and  enter  into  those  buildings,  it  always  is 
very  agreeable  and  delightful  to  have  the  ''  glad  hand  "  extended 
to  us  by  those  who  are  in  charge  of  them. 

We  appreciate  these  kind  greetings  from  the  gentlemen  repre- 
senting the  individuals  of  the  city  and  the  professional  character 
of  the  city,  and  we  appreciate  very  much  the  fact  that  our  specialty 
is  understood  as  interlinking,  as  it  were,  with  all  institutions  for 
the  welfare  of  humanity  and  the  elevation  of  poor,  weak,  fallen 
nature.  We  appreciate  very  much  these  kind  words  and  would 
ask  that  these  gentlemen  and  the  profession  generally  of  the  city 
come  and  sit  with  us  whenever  they  have  opportunity. 

Before  beginning  the  regular  programme.  Dr.  White  has 
some  announcements  to  make. 

Dr.  White. — I  want  to  call  the  attention  of  the  Association  to 
the  fact  that  the  Congress  desires  each  member  to  register  as 
early  as  possible  at  the  Arlington  Hotel.  You  will  note  also  by 
the  programme  that  there  is  a  reception  for  the  Congress  at  the 
White  House  at  2.30  o'clock  this  afternoon.  Tickets  may  be 
had  at  the  desk  of  the  Secretary  of  the  Congress  at  the  Arlington. 

The  Association  will  leave  Washington,  as  you  know,  for  the 
Jamestown  Exposition  on  the  Norfolk  steamboat  that  leaves 
Washington  Thursday  evening  at  half  past  six  o'clock.  I  have 
made  reservations  for  all  those  who  made  reservations  by  postal 
card. 

Arrangements  have  been  made  at  the  Government  Hospital  for 
the  Insane  to  accommodate  you  to-morrow  afternoon,  and  I 
should  be  very  glad  to  have  as  many  members  of  the  Association 
as  possible,  with  their  wives  and  those  accompanying  them,  visit 
the  hospital.  Those  of  you  who  intend  to  go,  will  please  when 
you  pass  out  at  the  end  of  the  session,  just  leave  your  name  or 
card  with  the  Secretary,  so  that  I  may  have  some  idea  of  how 
many  to  expect. 


60  AMERICAN    MEDICO-PSYCHOLOGICAL   ASSOCIATION. 

The  President. — Gentlemen,  please  bear  in  mind  that  those 
who  can  accept  Dr.  White's  invitation  will  please  leave  their 
names,  so  that  we  may  know  how  many  to  expect. 

The  next  order  of  business  is  the  report  of  the  Council,  which 
will  be  read  by  the  Secretary. 

Washington,  D.  C,  May  7,  1907. 

The  Council  begs  leave  to  submit  the  following  report  to  the 
Association : 

We  have  received,  and  transmit  herewith,  the  report  of  the 
Secretary  regarding  the  present  membership  of  the  Association. 

We  have  also  received  the  report  of  the  Treasurer,  which  will 
be  read  in  the  proper  order. 

The  Council  recommends  the  following  named  physicians  for 
active  membership  in  the  Association : 

Dr.  Florence  Hale  Abbot,  Taunton,  Mass. ;  Dr.  Chas.  W.  Burr,  Phila- 
delphia, Pa. ;  Dr.  George  F.  M.  Bond,  Yonkers,  N.  Y. ;  Dr.  Lloyd  Vernon 
Briggs,  Boston,  Mass. ;  Dr.  Earl  H.  Campbell,  Newberry,  Mich. ;  Dr.  L. 
H.  Callaway,  Nevada,  Mo. ;  Dr.  Charles  Edward  Doherty,  New  West- 
minster, B.  C,  Canada;  Dr.  W.  W.  Faison,  Goldsboro,  N.  C. ;  Dr.  Robert 
L. .  Gillespie,  Portland,  Ore. ;  Dr.  Charles  E.  Hickey,  Cobourg,  Ont., 
Can.;  Dr.  William  F.  Kuhn,  Farmington,  Mo.;  Dr.  Oscar  R.  Long, 
Ionia,  Mich. ;  Dr.  Daniel  T.  Millspaugh,  Paterson,  N.  J. ;  Dr.  Donald 
Campbell  Meyers,  Deer  Park,  Toronto,  Ont.,  Canada;  Dr.  J.  Nicholas 
Mitchell,  Philadelphia,  Pa. ;  Dr.  Eben  C  Norton,  Norwood,  Mass. ;  Dr. 
William  W.  Richardson,  Norristown,  Pa. ;  Dr.  Edward  Ryan,  Kingston, 
Ont.,  Canada ;  Dr.  Frederick  D.  Ruland,  Westport,  Conn. ;  Dr.  H.  Louis 
Stick,  Worcester,  Mass. ;  Dr.  Elmer  Ernest  Southard,  Hathorne,  Mass. ; 
Dr.  William  E.  Sylvester,  New  York,  N.  Y. ;  Dr.  Malcolm  H.  Yoaman, 
Lakeland,  Ky. ;  Dr.  Philip  H.  S.  Vaughan,  Bangor,  Maine. 

The  Council  recommends  the  following  named  physicians  for 
associate  membership  in  the  Association : 

Dr.  Chas.  H.  Clark,  Cleveland,  Ohio;  Dr.  Dana  Fletcher  Downing, 
West  Newton,  Mass.;  Dr.  E.  Moore  Fisher,  Morris  Plains,  N.  J.;  Dr. 
John  Gerald  Fitzgerald,  Toronto,  Ont.,  Canada;  Dr.  Guy  G.  Fernald, 
Waverley,  Mass. ;  Dr.  Harry  Reid  Hummer,  St.  Elizabeth,  D.  C. ;  Dr. 
Gilbert  V.  Hamilton,  Waverley,  Mass. ;  Dr.  Frederick  Ernest  Lawlor, 
Dartmouth,  Nova  Scotia;  Dr.  James  Frederick  Munson,  Sonyea,  N.  Y. ; 
Dr.  Mitchell  Charles  Mackin,  Clarinda,  Iowa;  Dr.  Frederick  H.  Packard, 
Waverley,  Mass. ;  Dr.  Donald  L.  Ross,  Sonyea,  N.  Y. ;  Dr.  Jeanette  Hurd 
Shorman,  Norristown,  Pa. ;  Dr.  Robert  Preston  Winterode,  Catonsville, 
Md.;  Dr.  Robert  C  Woodman.  Middletown.  N.  Y. 
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The  Council  recommends  the  reinstatement,  as  an  associate 
member,  of  J.  M.  Keniston,  Middletown,  Conn. 

The  Council  has  considered  the  following  applications  for 
active  membership,  and  in  accordance  with  the  constitution,  these 
will  lie  before  the  Council  one  year  before  final  action  is  taken : 

Dr.  Oliver  C.  Brunk,  Williamsburg,  Va. ;  Dr.  William  B.  Cornell,  Balti- 
more, Md.;  Dr.  Edward  A.  Everett,  Elmira,  N.  Y. ;  Dr.  M.  S.  Gregory, 
New  York,  N.  Y. ;  Dr.  Wilfred  W.  Hawke,  Philadelphia,  Pa. ;  Dr.  Smith 
Ely  Jelliffe,  New  York,  N.  Y. ;  Dr.  William  C.  Krauss,  Buffalo,  N.  Y. ; 
Dr.  Geo.  W.  King,  Jersey  City,  N.  J. ;  Dr.  Chas.  H.  Solier,  Evanston, 
Wyoming;  Dr.  Frank  T.  Seybert,  Council  Bluffs,  Iowa. 

The  Council  recommends  the  election  of  Dr.  Henry  M.  Hurd 
as  delegate  from  this  Association  to  the  British  Medico-Psycho- 
logical Association  for  1907. 

The  Council  recommends  the  election  of  Dr.  Henry  M.  Hurd 
and  Dr.  William  A.  White  as  delegates  from  this  Association  to 
the  International  Congress  of  Neurology  and  Psychiatry,  to  meet 
in  Amsterdam,  Holland,  September  2  to  7,  1907. 

The  Council  transmits  herewith  a  letter  from  Dr.  C.  Hubert 
Bond,  Honorary  General  Secretary  of  the  British  Medico-Psycho- 
logical Association,  to  the  late  Dr.  A.  E.  Macdonald. 

Medico-Psychological  Association. 

EwELL  Colony,  Epsom,  Dec.  9,  1906. 
Dr.  A.  E.  Macdonald,  431  Riverside  Avenue,  New  York. 

Dear  Dr.  Macdonald. — With  reference  to  the  proposal  that  there  should 
be  a  joint  meeting  of  the  American  and  British  Medico-Psychological 
Associations,  the  British  Committee  appointed  to  consider  this  has  met 
and  has  reported  to  the  Council  of  our  Association. 

At  the  recent  meeting  of  the  latter  I  was  instructed  to  write  and  ask 
you  to  be  good  enough  to  convey  to  the  members  of  the  American  Asso- 
ciation a  most  cordial  invitation  to  attend  the  next  meeting  of  the  British 
Medico-Psychological  Association  which  will  be  held  in  London  on  the 
25th  of  July  next  year,  and  succeeding  two  days.  (We  understand  that 
in  the  week  following  this  one,  the  British  Medical  Association  hold  their 
annual  meeting  at  Exeter  in  Devonshire.) 

The  President  and  Council  of  our  Association  will  welcome  the  con- 
tribution of  papers  from  their  American  confreres  to  the  programme  of 
the  medical  work  of  the  annual  meeting.  They  would  like  such  of  your 
members  as  propose  to  come  over  to  understand  that  accommodation  will 
be  offered  them  during  our  annual  meeting  by  such  of  our  members  as 
live  in  or  near  London. 
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I  am  also  directed  to  add  that,  while  the  Council  feels  it  is  not  possible 
to  pledge  the  action  of  future  Councils  and  members  at  distant  dates,  it 
may  be  taken  as  certain  that  members  of  our  Association  would  gladly 
avail  themselves,  in  a  future  year,  of  an  opportunity  to  attend  and  take 
part  in  a  meeting  of  the  American  Association. 

I  should  mention  that  the  idea  of  two  joint  official  meetings — one  over 
here  and  a  return  one  in  America — was  duly  considered.  But  partly 
because  of  the  difficulty  of  pledging  future  Councils  and  partly  because 
the  necessary  arrangements  seemed  cumbrous  and  inconvenient,  it  was 
felt  that  the  idea  could  be  as  pleasantly  and  as  fully  carried  out  in  the 
manner  above  suggested. 

The  President  and  Council  would  be  much  obliged  if  you  will  kindly 
let  me  know  at  an  early  a  date  as  possible  the  number  of  your  members 
that  we  may  expect  to  have  the  pleasure  of  receiving  at  our  annual  meet- 
ing.    I  am, 

Faithfully  yours, 

(Signed)  C.  Hubert  Bond, 

Hon.  General  Secretary. 

The  President. — If  there  is  no  objection,  the  reports  of  the 
Secretary  and  Treasurer  will  take  their  usual  course  and  the 
report  of  the  Council  will  be  adopted.  This  carries  with  it  the 
recommendation  in  regard  to  the  appointment  of  delegates  to  the 
foreign  associations  engaged  in  our  particular  specialty. 

I  will  say  in  this  connection  that  these  gentlemen  have  been 
taken  as  representative  men  of  the  Association  and  because  it  is 
convenient  for  them  to  attend  the  meetings.  Should  any  other 
members  of  the  Association  be  able  to  go,  we  would  be  very 
glad  to  appoint  them  also^  and  provide  them  with  the  credentials 
of  the  Association. 

There  being  no  objection,  the  various  reports  were  declared 
accepted  and  adopted. 

The  President. — The  next  is  the  report  of  the  editors  of  the 
American  Journal  of  Insanity. 

Dr.  Brush. — Mr.  President,  I  find  I  have  with  me  the  vouch- 
ers for  the  year,  but  unfortunately,  I  find  I  have  left  my  report 
at  the  hotel.  May  I  ask  the  indulgence  of  the  Association  until 
to-morrow  morning? 

The  President. — If  there  is  no  objection,  Dr.  Brush's  request 
will  be  granted  and  we  will  receive  the  report  to-morrow  morning. 
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The  next  in  order  is  the  appointment  of  the  Nominating  Com- 
mittee. The  chair  appoints  as  such  committee  the  following 
members : 

Dr.  T.  J.  W.  Burgess  of  Montreal,  Canada;  Dr.  B.  D.  Evans  of  Mor- 
ris Plains,  N.  J. ;  Dr.  M.  J.  White,  of  Milwaukee,  Wis. 

Having  now  concluded  the  formal  exercises,  we  will  now 
declare  a  recess  of  fifteen  minutes  for  the  purpose  of  registration. 
The  gentlemen  will  please  register  with  the  Secretary  so  that  we 
may  have  a  record  of  the  names  and  addresses  of  those  present. 

The  following  members  registered  as  being  in  attendance  dur- 
ing the  whole  or  part  of  the  meeting : 

Allen,  H.  D.,  M.  D.,  Superintendent,  Allen's  Invalid  Home,  Milledge- 
ville,  Ga. 

Anglin,  J.  V.,  M.  D.,  Medical  Superintendent,  The  Provincial  Hospital, 
St.  John,  New  Brunswick. 

Ashley,  Maurice  C,  M.  D.,  Medical  Superintendent,  Middletown  State 
Hospital,  Middletown,  N.  Y. 

Ballintine,  Eveline  P.,  M.  D.,  Woman  Assistant  Physician,  Rochester 
State  Hospital,  Rochester,  N.  Y. 

Bancroft,  Charles  P.,  M.  D.,  Medical  Superintendent,  New  Hampshire 
State  Hospital,  Concord,  N.  H. 

Beutler,  W.  F.,  M.  D.,  Superintendent,  Milwaukee  Asylum  for  Chronic 
Insane,  Wauwatosa,  Wis. 

Bradley,  Isabel  A.,  M.  D.,  Assistant  Physician,  Columbus  State  Hospital, 
Columbus,  Ohio. 

Brown,  W.  Stuart,  M.  D.,  Physician  in  Charge,  Sanford  Hall,  Flushing, 
New  York  City. 

Brown,  Sanger,  M.  D.,  Physician  in  Charge,  Kenilworth  Sanitarium, 
100  State  St.,  Chicago,  111. 

Brush,  Edward  N.,  Physician  in  Charge  and  Superintendent,  Sheppard 
and  Enoch  Pratt  Hospital,  Towson,  Md. 

Buckley,  Rev.  James  M.,  D.  D.,  LL.  D.,  Morristown,  N.  J. 

Bullard,  E.  L.,  M.  D.,  402  Camp  Building,  Milwaukee,  Wis. 

Burgess,  Thomas  J.  W.,  M.  D.,  Medical  Superintendent,  Protestant 
Hospital  for  Insane,  Montreal,  Canada. 

Burr,  C.  B.,  M.  D.,  Medical  Director,  Oak  Grove,  Flint,  Mich. 

Busey,  A.  P.,  M.  D.,  Medical  Superintendent,  Colorado  State  Insane 
Asylum  Pueblo,  Colo. 

Caples,  B.  M.,  M.  D.,  Superintendent,  Waukesha  Springs  Sanitarium, 
Waukesha,  Wis. 

Chase,  Robert  H.,  M.  D.,  Superintendent,  Friends'  Asylum,  Frankford, 
Philadelphia,  Pa. 

Clark,  J.  C,  M.  D.,  Superintendent,  Springfield  State  Hospital,  Sykes- 
ville,  Md. 
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Coe,  Henry  Waldo,  M.  D.,  Medical  Director,  Crystal  Springs,  Portland, 
Oregon. 

Crumbacker,  W.  P.,  M.  D.,  Superintendent,  Independence  State  Hospital, 
Independence,  Iowa. 

Dill,  D.  M.,  M.  D.,  Superintendent,  Essex  County  Hospital  for  the 
Insane,  Newark,  N.  J. 

Drewry,  Wm.  R,  M.  D.,  Superintendent,  Central  State  Hospital,  Peters- 
burg, Va. 

Dewey,  Richard,  M.  D.,  Medical  Superintendent,  Milwaukee  Sanitarium, 
Wauwatosa,  Wis. 

Dunton,  Wm.  Rush,  Jr.,  M.  D.,  Assistant  Physician,  Sheppard  and 
Enoch  Pratt  Hospital,  Towson,  Md. 

Elliott,  Robert  M.,  M.  D.,  Medical  Superintendent,  Willard  State  Hos- 
pital, Willard,  N.  Y. 

Evans,  B.  D.,  M.  D.,  Medical  Director,  New  Jersey  State  Hospital, 
Morris  Plains,  N.  J. 

French,  Edward,  M.  D.,  Superintendent,  Medfield  Insane  Asylum,  Hard- 
ing, Mass. 

Gorst,  Chas.,  M.  D.,  Superintendent,  Wisconsin  State  Hospital,  Men- 
dota,  Wis. 

Gundry,  Richard  R,  M.  D.,  The  Richard  Gundry  Home,  Catonsville,  Md. 

Gundry,  Alfred  T.,  M.  D.,  Medical  Director,  Gundry  Sanitarium,  Catons- 
ville, Md. 

Guth,  Morris  S.,  M.  D.,  Superintendent,  State  Hospital,  Warren,  Pa. 

Hamilton,  S.  W.,  M.  D.,  Assistant  Physician,  Manhattan  State  Hospital, 
Ward's  Island,  New  York  City. 

Hancker,  William  H.,  M.  D.,  Superintendent,  Delaware  State  Hospital, 
Farnhurst,  Del. 

Harmon,  F.  W.,  M.  D.,  Superintendent,  Longview  Hospital,  Cincinnati, 
Ohio. 

Harrington,  Arthur  H.,  M.  D.,  224  Second  Avenue,  New  York  City. 

Harris,  Isham  G.,  Acting  Superintendent,  Hudson  River  State  Hospital, 
Poughkeepsie,  N.  Y. 

Hawke,  W.  W.,  M.  D.,  Chief  Resident  Physician,  Insane  Department, 
Philadelphia  Hospital,  Philadelphia,  Pa. 

Hildreth,  John  L.,  14  Garden  St.,  Cambridge,  Mass. 

Hill,  Charles  G.,  M.  D.,  Physician-in-Chief,  Mt.  Hope  Retreat,  Balti- 
more, Md. 

Hills,  F.  L.,  M.  D..  Superintendent,  State  Sanitarium,  Rutland,  Mass. 

Houston,  John  A.,  M.  D.,  Superintendent,  Northampton  State  Hospital, 
Northampton,  Mass. 

Hurd,  Arthur  W.,  M.  D.,  Superintendent,  Buffalo  State  Hospital,  Buf- 
falo, N.  Y. 

Hutchings,  Richard  H.,  M.  D.,  Medical  Superintendent,  St.  Lawrence 
State  Hospital,  Ogdensburg,  N.  Y. 

Klopp,  Henry  I.,  M.  D.,  Assistant  Superintendent,  Westboro  Insane 
Hospital,  Westboro,  Mass. 
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Lawlor,  F.  E.,  M.  D.,  Assistant  Superintendent,  Nova  Scotia  Hospital, 
Halifax,  Nova  Scotia,  Canada. 

Lawton,  S.  E.,  M.  D.,  Superintendent,  Brattleboro  Retreat,  Brattleboro, 
Vermont. 

McDonald,  Wm.,  M.  D.,  Clinical  Director,  Butler  Hospital,  Providence, 
R.  I. 

Mabon,  William,  M.  D.,  Superintendent  and  Medical  Director,  Manhattan 
State  Hospital,  Ward's  Island,  N.  Y. 

Mead,  L.  C,  M.  D.,  Medical  Superintendent,  South  Dakota  State  Hos- 
pital, Yankton,  South  Dakota. 

Mills,  Chas.   K.,  M.  D.,  Professor  of  Neurology,  University  of  Penn- 
sylvania, 190  Chestnut  St.,  Philadelphia. 

Millspaugh,  Daniel  F.,  M.  D.,  Riverlawn  Sanitarium,  Paterson,  N.  J. 

Montgomery,  W.  H.,  M.   D.,  Assistant  Physician,  Willard  State  Hos- 
pital, Willard,  N.  Y. 

Mosher,  J.  M.,  M.  D.,  Attending  Specialist  in  Mental  Disease,  Albany 
Hospital,  170  Washington  Avenue,  Albany,  N.  Y. 

Noble,   Alfred   I.,    M.    D.,    Superintendent,    Michigan   Asylum   for   the 
Insane,  Kalamazoo,  Mich. 

Noyes,  William,  M.  D.,  Superintendent,  Boston  Insane  Hospital,  Mat- 
tapan.  Mass, 

O'Brien,   John  D.,   M.   D.,   Pathologist  and  Assistant   Physician,   Mas- 
sillon  State  Hospital,  Massillon,  Ohio. 

Packard,  F.  H.,  M.  D.,  Assistant  Physician,  McLean  Hospital,  Waverley, 
Mass. 

Page,  Chas.  W.,  M.  D,,  Physician  and  Superintendent,  Danvers  Insane 
Hospital,  Hathorne,  Mass. 

Perry,  Middleton  Lee,  M.  D.,  Superintendent,  State  Hospital  for  Epi- 
leptics, Parsons,  Kansas. 

Pilgrim,   Charles   W.,   M.   D.,    President   of   the    State   Commission   in 
Lunacy  of  New  York,  Poughkeepsie,  N.  Y. 

Potter,  E.  B.,  M.  D.,  First  Assistant  Physician,  Rochester  State  Hos- 
pital, Rochester,  N.  Y. 

Powell,  Theophilus  O.,  M.  D.,  Superintendent,  Georgia  State  Sanitarium, 
Milledgeville,  Ga. 

Redwine,    J.    S.,    M.    D.,    Medical    Superintendent,    Eastern    Kentucky 
Asylum,  Lexington,  Ky. 

Richardson,  Wm.  W.,  M.  D.,  Chief  Physician,  Male  Department,  State 
Hospital  for  the  Insane,  Norristown,  Pa. 

Rowe,  J.   T.   W.,   M.   D.,   First   Assistant   Physician,   Manhattan   State 
Hospital,  Ward's  Island,  N.  Y. 

Russell,   William   L.,    M.   D.,    Medical   Inspector    for   the    State    Com- 
mission in  Lunacy,  112  Market  St.,  Poughkeepsie,  N.  Y. 

Scribner,  Ernest  V.,  M.  D.,  Medical  Superintendent,  Worcester  Insane 
Asylum,  Worcester,  Mass. 
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Shepard,  Arthur  F.,  M.  D.,  Superintendent,  Dayton  State  Hospital, 
Dayton,  Ohio. 

Shirres,  David  A.,  M.  D.,  Consulting  Neurologist  to  the  Protestant 
Hospital  for  the  Insane,  670  West  Sherbrooke  St.,  Montreal,  Canada. 

Smith,  G.  A.,  M.  D.,  Superintendent,  Central  Islip  State  Hospital, 
Central  Islip,  L.  L,  N.  Y. 

Stockton,  George,  M.  D.,  Superintendent  State  Hospital,  Columbus,  O. 

Tuttle,  Geo.  T.,  M.  D.,  Medical  Superintendent,  McLean  Hospital, 
Waverley,  Mass. 

Voldeng,  M.  N.,  M.  D.,  Superintendent,  Cherokee  State  Hospital,  Cher- 
okee, Iowa. 

Wade,  J.  Percy,  M.  D.,  Medical  Superintendent,  Maryland  Hospital  for 
the  Insane,  Catonsville,  Md. 

Wagner,  Chas.  G.,  M.  D.,  Medical  Superintendent,  Binghamton  State 
Hospital,  Binghamton,  N.  Y. 

Wentworth,  Lowell  F.,  M.  D.,  Deputy  Executive  Officer  of  the  State 
Board  of  Insanity,  36  State  House,  Boston,  Mass. 

White,  Wm.  A.,  M.  D.,  Superintendent,  Government  Hospital  for  the 
Insane,  Washington,  D.  C. 

Williams,  B.  A.,  M.  D.,  Senior  Resident  Physician,  Cincinnati  Sani- 
tarium, College  Hill,  Cincinnati,  Ohio. 

Woodman,  Robert  C,  M.  D.,  First  Assistant  Physician,  Middletown 
State  Hospital,  Middletown,  N.  Y. 

Work,  Hubert,  M.  D.,  Medical  Superintendent,  Woodcroft  Hospital  for 
Mental  Diseases,  Pueblo,  Col, 

The  following  visitors  and  guests  of  the  Association  registered 
their  names  with  the  Secretary  : 

Anglin,  Mrs.  J.  V.,  St.  John,  N.  B.    Canada. 

Ashley,  Mrs.  M.  C,  Middletown,  N.  Y. 

Ashley,  Rhea  E.,  Middletown,  N.  Y. 

Ashley,  Miss  Reta  L.,  Middletown,  N.  Y. 

Atherton,  Mr.  H.  H.,  Trustee,  Danvers  Insane  Hospital,  Lynn,  Mass. 

Bancroft,  Mrs.  Charles  P.,  Concord,  N.  H. 

Beutler,  Mrs.  W.  F.,  Asylum  for  Chronic  Insane,  Wauwatosa,  Wis. 

Briddle,  T.  C,  M.  D.,  Superintendent  Topeka  State  Hospital,  Topeka, 
Kan. 

Brunk,  O.  C,  M.  D.,  Superintendent,  Eastern  State  Hospital,  Williams- 
burg, Va. 

Bryce,   Miss,  Montreal,  Canada. 

Burgess,  Miss,  Montreal,  Canada. 

Burgess,  Miss,  Montreal,  Canada. 

Chapin,  Charles  W.,  M.  D.,  Junior  Physician,  Manhattan  State  Hospital, 
Ward's  Island,  N.  Y. 

Conover,  Allan  D.,  M.  D.,  Member  Board  of  Control,  State  Charitable 
and  Penal  Institution,  Madison,  Wisconsin. 
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Crumbacker,  Mrs.  W.  P.,  Independence,  Iowa. 

Crumbacker,  J.  B.,  Independence,  Iowa. 

De  Jamette,  J.  S.,  M.  D.,  Superintendent,  Western  State  Hospital,  Staun- 
ton, Va. 

Drewry,  Mrs.  W.  F.,  Petersburg,  Va. 

Elliott,  Mrs.  R.  M.,  Willard  State  Hospital,  Willard,  N.  Y. 

Elliott,  Sherman  G.,  Member  of  Board  of  Control,  State  Charitable  Insti- 
tutions, Topeka,  Kans. 

Fairbanks,  Mrs.  James  P.,  Holies  St.,  Halifax,  N.  S.,  Canada. 

French,  Mrs.  Edw.,  Medfield  Insane  Asylum,  Harding,  Mass. 

French,  Miss  Anita,  Harding,  Mass. 

Gundry,  Lewis  H.,  M.  D.,  Superintendent,  Relay  Sanitarium,  Relay,  Bal- 
timore, Md. 

Guth,  Mrs.  Morris  S.,  State  Hospital,  Warren,  Pa. 

Hopkinson,  Mr.  S.  W.,  Trustee,  Danvers  Insane  Asylum,  Bradford,  Mass. 

Horton,  Elizabeth  H.,  Agent  Sub-Committee  on  After-Care  of  the  In- 
sane, State  Charities  Aid  Association,  105  East  22d  St.,  New  York  City. 

Hutchings,  Mrs.  R.  H.,  Ogdensburg,  N.  Y. 

Kinnicutt,  Mrs.  Francis  P.,  Member  of  the  Board  of  Managers  of  the 
Manhattan  State  Hospital,  39  East  35th  St.,  New  York  City. 

Lawlor,  Mrs.  D.,  Nova  Scotia  Hospital,  Halifax,  Nova  Scotia,  Canada. 

Louden,  Mr.  William  T.,  Proprietor  Knickerbocker  Hall,  Private  Sani- 
tarium for  Mental  Diseases,  Amityville,  L.  I.,  N.  Y. 

Potter,  Marion  C,  M.  D.,  Woman  Assistant,  Staff  of  Rochester  City 
Hospital,  Rochester,  N.  Y. 

Priddy,  A.  S.,  Superintendent,  South  Western  State  Hospital,  Marion, 
Va. 

Redwine,  Mrs.  J.  S.,  Lexington,  Ky, 

Scribner,  Mrs.  E.  V.,  Worcester  Insane  Asylum,  Worcester,  Mass. 

Shattuck,  Chas.  S.,  Trustee,  Northampton  State  Hospital,  Hatfield, 
Mass. 

Sherman,  Adin,  M.  D.,  First  Assistant  Physician,  Northern  State  Hos- 
pital for  the  Insane,  Winnebago,  Wis. 

Woodman,  Mrs.  R.  C,  Middletown,  N.  Y. 

Tpie  President.- — Gentlemen,  the  Committee  of  Arrangements 
desires  that  a  very  important  announcement  should  be  made.  It 
is  that  the  members  who  contemplate  going  down  to  Jamestown 
should  call  at  the  earliest  convenience  at  the  office  of  the  steam- 
boat company,  Colorado  Building,  14th  and  G  streets,  arid  make 
specific  arrangements  regarding  staterooms,  etc.,  so  that  there 
will  be  no  confusion  on  starting  out.  A  large  part  of  the  boat 
has  been  reserved  for  this  Association,  but  the  rooms  have  not 
been  assigned,  so  those  who  desire  to  get  accommodations  should 
arrange  at  once  for  their  staterooms. 
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Dr.  Bancroft,  in  the  Chair: 

Members  of  the  Association,  it  becomes  my  pleasure  to  present 
to  you  Dr.  Charles  G.  Hill,  our  President,  who  will  deliver  the 
presidential  address.     (Applause.) 

The  President  read  his  address,  which  was  greeted  with  much 
applause. 

Dr.  Burgess. — Mr.  Chairman,  ordinarily  speaking,  I  am 
strongly  opposed  to  proposing  a  vote  of  thanks  to  any  officer  or 
member  of  the  Association  who  simply  does  his  duty.  It  is  the 
duty  of  the  President  to  present  an  annual  address,  and  we 
naturally  expect  him  to  give  us  his  very  best.  But  there  are  occa- 
sions on  which  this  rule,  like  custom,  is  better  honored  in  the  breach 
than  the  observance,  and  I  think  this  is  one  of  them.  I  there- 
fore have  no  hesitation  whatever  in  proposing  a  vote  of  thanks 
from  this  Association  to  Dr.  Hill  for  the  extremely  interesting 
and  very  practical  address  which  he  has  given  to  us  this  morning. 

Dr.  Bancroft,  in  the  Chair. — Gentlemen,  you  have  heard  the 
comments  of  Dr.  Burgess.  I  am  sure  they  will  appeal  to  you 
all.     Have  they  been  seconded? 

Dr.  Burr. — Mr.  Chairman,  in  seconding  the  motion  by  Dr.  Bur- 
gess, I  would  make  the  amendment,  with  his  consent,  that  the 
recommendations  contained  in  the  President's  address  be  referred 
to  the  Council. 

Dr.  Burgess. — I  heartily  concur  in  the  amendment. 

Dr.  Bancroft^  in  the  Chair. — Dr.  Burgess'  motion  as  amended 
by  Dr.  Burr  and  seconded,  is  before  you.  What  is  the  pleasure 
of  the  Association? 

Dr.  Burgess'  motion  as  amended  was  carried  unanimously. 
On  motion,  the  meeting  adjourned. 

Wednesday,  May  8,  lo.oo  a.  m. 

The  meeting  was  called  to  order  by  the  President. 

The  President. — The  first  in  order  is  the  report  of  the  Council. 

Dr.  Pilgrim. — There  has  been  no  meeting  of  the  Council  since 
our  last  session,  and  there  is  nothing  to  report. 
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The  President. — The  Council,  having  no  special  report,  the 
next  in  order  is  the  election  of  members.  The  list  was  read 
yesterday  of  those  who  were  duly  proposed  and  have  complied 
with  all  the  requirements  of  the  constitution.  You  have  had  the 
list  distributed  among  you.  The  constitution  requires  that  these 
members  be  elected  by  ballot.  If  there  is  no  objection  and  no 
member  objects  to  any  person  proposed,  it  will  be  in  order  to  have 
the  Secretary  cast  the  ballot  to  conform  with  the  law. 

Dr.  Burgess. — I  move  that  the  Secretary  be  empowered  to  cast 
the  ballot  of  the  Association  for  the  list  of  physicians  already 
named  in  yesterday's  report. 

Which  motion  was  duly  seconded. 

The  President. — You  have  heard  the  motion  of  Dr.  Burgess, 
that  the  Secretary  be  empowered  to  cast  the  ballot  of  the  Associa- 
tion, electing  these  physicians  as  members.  The  Secretairy  will 
read  the  names.  (This  list  is  given  in  the  first  report  of  the 
Council.) 

Dr.  Burgess'  motion  unanimously  prevailed. 

The  President. — The  Secretary  announces  that  the  ballot  has 
been  cast  and  the  candidates  elected.  The  names  you  have  heard 
read  will  be  placed  on  the  rolls  of  the  Association. 

The  next  in  order  is  unfinished  business.  Under  this  comes 
the  amendment  to  the  constitution  proposed  by  Dr.  Clarke  last 
year,  which  the  Secretary  will  please  read. 

Dr.  Pilgrim. — The  proposed  amendment  is  as  follows : 

Article  4,  third  line :  Substitute  the  word  "  three "  for  "  two  "  before 
the  word  "  auditors." 

Article  8,  second  paragraph,  ninth  line :  Insert  after  the  word  "  elected," 
"  One  auditor  shall  be  elected  for  one  year,  one  for  two  years,  and  one  for 
three  years." 

The  President. — Gentlemen,  this  amendment  has  been  duly 
proposed  and  has  laid  over  one  year  as  required  by  the  constitu- 
tion, and  is  now  before  you  for  action.     What  is  your  pleasure? 

Dr.  Burgess. — Personally  I  am  of  the  opinion  that  the  amend- 
ment should  be  made,  for  this  reason :  Heretofore,  the  Auditors 
have  been  changed  every  year.  Under  such  conditions  a  man 
got  a  little  knowledge  of  the  books  and  the  work  to  be  done.     He 
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was  then  changed  and  a  new  man  who  knew  nothing  about  it 
had  to  do  the  work  the  next  year.  If  the  proposed  amendment 
prevails,  two  men  will  be  carried  over  yearly  who  will  have  some 
knowledge  of  the  books.    I  think  the  resolution  an  excellent  one. 

Dr.  Mabon. — I  move  its  adoption. 

Which  motion  was  duly  seconded  and  unanimously  prevailed. 

The  President. — The  amendment  has  been  adopted  as  read, 
and  will  be  made  a  part  of  our  constitution. 

We  have  next  the  report  of  the  Committee  appointed  at  our 
last  meeting  on  training  schools  in  State  hospitals. 

Dr.  Tuttle." — Mr.  President,  members  of  the  Association :  I 
will  not  take  your  time  to  read  this  report.  Its  nature  is  such 
that  it  would  scarcely  be  worth  while.  The  Committee  held  a 
meeting  in  New  York,  in  March,  and  came  to  a  substantial  agree- 
ment as  to  what  the  report  should  be.  It  has  been  written  out  on 
those  lines  and,  because  of  its  nature,  it  was  thought  better  to 
print  it  for  the  members  to  read,  if  they  wish  to,  before  accepting 
or  rejecting  it.  I  simply  formally  present  the  report  to  the 
Association. 

Dr.  Burr. — I  move  that  the  report  be  accepted  and  adopted, 
and  that  the  Committee  which  has  undertaken  this  work  and  car- 
ried it  on  so  successfully  be  thanked  for  its  careful  and  painstaking 
labor. 

Which  motion  was  duly  seconded  and  unanimously  prevailed. 

Dr.  French. — Mr.  President,  I  move  that  the  Secretary  of  the 
Association  be  instructed  to  have  it  printed  and*feee  that  every 
member  of  the  Association  is  furnished  with  a  copy.     Carried. 

Dr.  Mabon. — Mr.  President,  I  would  like  to  ask  if  publishing 
the  report  in  the  proceedings  would  not  save  some  expense  to  the 
Association  ?     Every  member  receives  a  copy  of  the  Transactions. 

The  President. — If  it  is  published  in  the  proceedings,  it  would 
carry  out  the  spirit  of  the  motion.  The  Secretary  will  use  his 
discretion  about  how  it  shall  be  done.     (See  page  93  for  report.) 

The  President. — The  next  is  the  report  of  the  Nominating 
Committee. 
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Dr.  Burgess.- — The  Nominating  Committee  begs  to  report  as 
follows : 

For  President,  Dr.  Charles  P.  Bancroft,  of  New  Hampshire. 

For  Vice-President,  Dr.  Arthur  F.  Kilbourne,  of  Minnesota. 

For  Secretary  and  Treasurer,  Dr.  Charles  W.  Pilgrim,  of  New 
York. 

For  Councilors:     Dr.  W.    H.    Hancker,    of    Delaware;    Dr. 
Charles  G.  Wagner,  of  New  York ;  Dr.  Byron  M.  Caples,  of  Wis- 
consin ;  Dr.  Henry  W.  Coe,  of  Oregon. 

For  Auditors  :  For  one  year,  Dr.  J.  Percy  Wade,  of  Maryland. 
For  two  years,  Dr.  James  V.  Anglin,  of  New  Brunswick.  For 
three  years.  Dr.  Richard  H.  Hutchings,  of  New  York. 

(Signed)     T.  J.  W.  Burgess, 
B.  D.  EvANs^ 
M.  J.  White. 

The  President. — You  have  heard  the  report  of  the  Nominating 
Committee.     Following  it  is  the  election  of  officers. 

Dr.  Brush. — I  move  that  the  Secretary  be  instructed  to  cast 
the  ballot  of  the  Association,  electing  these  gentlemen  as  our  offi- 
cers for  the  ensuing  year.     Carried. 

The  President. — The  Secretary  announces  that  the  ballot  has 
been  cast.  These  gentlemen  will  constitute  the  officers  of  the 
Association  for  the  ensuing  year. 

The  next  is  the  report  of  the  Auditors. 

Dr.  Wade. — Mr.  President,  owing  to  the  delay  occasioned  by 
the  non-report  of  the  editor  of  the  American  Journal  of  Insan- 
ity yesterday,  the  Auditing  Committee  beg  leave  to  postpone  their 
report  until  to-morrow. 

The  President. — If  there  is  no  objection,  the  request  of  the 
Auditing  Committee  will  be  granted. 

We  will  now  receive  the  report  of  the  editors  of  the  American 
Journal  of  Insantiy.    Is  Dr.  Brush  ready  to  make  the  report? 

To  the  Members  of  the  American  Medico -Psychological  Association : 

On  behalf  of  my  associates  on  the  editorial  board  I  respectfully  present 
the  following  report  relative  to  the  American  Journal  of  Insanity,  the 
official  organ  of  this   Association: 

The  members  of  the  board,  and  particularly  the  managing  editor,  have 
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felt  the  loss,  occasioned  by  his  absence  from  the  country  on  a  well-earned 
vacation,  of  the  advice  and  assistance  of  the  senior  editor.  Dr.  Henry  M. 
Kurd. 

Volume  sixty-three  of  the  Journal,  closing  with  the  number  for  April, 
1907,  contains  a  trifle  over  six  hundred  pages.  Over  thirty  original 
articles  have  been  published,  in  addition  to  annual  addresses  delivered  at 
the  last  annual  meeting,  and  the  proceedings  of  that  meeting.  In  addition 
a  large  number  of  abstracts  from  home  and  foreign  journals,  book  reviews, 
correspondence,  etc.,  have  appeared  in  the  various  numbers  issued. 

At  this  point  I  may  be  permitted  to  touch  upon  one  department  of  the 
Journal^  which  should,  I  feel,  receive  more  general  support  than  it  does. 
I  refer  to  the  Half- Yearly  Summary. 

In  this  department  it  is  aimed  to  present  semi-annually  brief  items  of 
interest  concerning  the  various  institutions  for  the  insane  in  this  country 
and  Canada — keeping  our  readers  in  this  way  in  touch  with  what  is  going 
on  in  other  hospitals — with  the  changes  and  improvements  being  brought 
about  by  their  fellow  members  of  the  Association.  New  plans  for  build- 
ings, or  changes  looking  to  the  better  adaptation  of  those  now  in  use 
for  the  care  of  patients — new  features  in  clinical  or  laboratory  work, 
methods  of  training  nurses — are  all  points  upon  which  we  desire  for  the 
Journal^  and  through  it  for  our  readers,  items  of  news. 

Many  readers  have  expressed  great  satisfaction  with  this  department  of 
the  Journal  and  yet  we  are  sure  it  could,  by  a  little  effort  on  the  part  of 
many  who  now  send  us  nothing,  be  made  more  satisfactory  and  of  greater 
value. 

The  department  of  clinical  psychiatry  also  deserves  support,  and  the 
presentation  of  well  worked  out  clinical  studies  of  individual  cases  or 
groups  of  cases  is  urged. 

In  the  report  which  was  presented  last  year  the  suggestion  was  made 
that  the  editorial  board  be  authorized  to  issue  six,  rather  than  four  numbers 
a  year.  It  is  believed  that  material  to  fill  six  numbers  annually  can  be 
had  and  it  is  evident  that  the  increase  in  frequency  of  the  Journal^s  appear- 
ance will  tend  to  keep  our  readers  in  more  intimate  and  earlier  touch  with 
the  literature  of  our  profession. 

The  finances  of  the  Journal  are  in  a  comfortable  condition ;  the  receipts 
from  both  subscriptions  and  from  advertisements  are  materially  greater  than 
last  year,  and  the  expenses,  although  covering  payment  for  five  numbers 
as  compared  with  four  numbers  included  in  the  last  financial  statement, 
is  but  a  trifle  more  than  last  year.  The  balance  on  hand  is  not  large,  but 
I  am  informed  that  there  are  several  unpaid  subscriptions  and  other  out- 
standing accounts. 

The  Journal,  as  has  been  intimated  before  in  reports  from  the 
editorial  board,  deserves,  as  it  is  your  property,  better  support  than 
some  of  you  give  it.  Every  member  should  subscribe  and  pay  for  it, 
whether  the  institution  with  which  he  is  connected  takes  it  or  not,  and 
indeed,  he  should  make  it  a  part  of  his  duty  to  see  that  the  institution  takes 
it  also. 
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It  is  quite  possible,  with  an  increased  subscription  list,  and  every 
member  should  make  himself  a  subscription  agent,  and  a  small  annual 
contribution  from  our  treasury,  which  is  gratifyingly  full,  to  reduce  the 
price  of  the  Journal  to  members  of  the  Association;  but  this  should  not 
be  undertaken  until  all  the  members  take  the  Journal  as  well  as  the 
library  of  every  hospital  for  the  insane. 

The  expense  of  printing  and  editing  the  Journal  would  be  diminished  in 
a  degree  if  contributors  would  send  their  manuscript  in  the  form  they 
wish  it  printed.  Proof  is  not  infrequently  returned  with  considerable  parts 
of  the  matter  rewritten.  Changes  of  this  kind  in  proof  sheets  are  more 
expensive  than  the  original  type  setting,  and  then  a  word  more — please 
read  proof  carefully  and  send  back  promptly.  The  delay  of  two  or  three 
pages  of  proof  after  a  number  is  made  up  causes  vexatious  delay  and 
sometimes  added  expense. 

Your  editorial  board  is  at  all  times  ready,  indeed  anxious,  to  receive  and 
consider  suggestions  looking  to  the  improvement  of  the  Journal. 

Respectfully  submitted, 

Edward    N.    Brush, 

Managing  Editor. 

The  President. — Gentlemen,  you  have  heard  the  report  from 
the  editors  of  the  American  Journal  of  Insanity.  The  report  is 
before  you.  If  there  is  no  objection,  the  report  stands  accepted 
and  adopted  as  read. 

Dr.  White  wishes  to  give  us  some  information  in  regard  to 
the  proposed  visit  to  the  Government  Hospital. 

Dr.  White. — I  have  arranged  with  the  street  car  company  to 
furnish  two  special  cars  to  take  those  who  want  to  go  to  the 
hospital  to-day.  They  will  leave  from  the  corner  of  F  and  nth 
streets.  I  could  not  have  them  leave  from  the  front  of  the  hotel, 
because  there  is  no  switch  on  which  to  side-track  them.  You  can 
walk  to  nth  street  and  the  cars  will  leave  there  at  half  past  two. 
It  is  about  twenty-five  minutes  ride.  You  will  have  to  change 
cars  at  the  foot  of  the  hill  as  the  current  will  not  carry  the  special 
cars  up. 

The  President. — Ladies  and  gentlemen,  we  always  on  these 
occasions  reserve  the  best  until  the  last.  I  take  great  pleasure  in 
introducing  to  you  a  gentleman  who  needs  no  introduction  to  any 
American  audience.  He  is  probably  better  known  and  more 
extensively  read  than  any  gentleman  in  America.  The  Reverend 
Dr.  Buckley  will  now  address  us.     (Applause.) 
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Rev.  James  M.  Buckley,  D.D.,  LL.D,  then  delivered  the  Annual 
Address,  entitled,  ''  Shakespeare's  Lunatics,"  which  was  greeted 
with  much  applause. 

Dr.  Burr. — Dr.  Buckley  has  spoken  of  the  danger  of  a  "  tie  " 
during  a  medical  consultation.  I  dare  say  that  in  the  vote  upon 
the  motion,  which  it  is  my  privilege  to  make,  there  will  be  no  tie ; 
there  will  be  no  division.  The  sentiment  of  this  audience,  I  am 
sure,  will  be  unanimous  in  extending  a  cordial  vote  of  thanks  to 
the  learned  Dr.  Buckley,  our  distinguished  honorary  member,  for 
this  delightful  address.  I  move  a  rising  vote  of  thanks  to  the 
doctor. 

Carried  unanimously. 

Dr.  Buckley. — Gentlemen,  I  simply  say  that,  like  St.  Peter, 
"  Such  as  I  have,  give  I  unto  thee." 

The  President. — We  have  all  enjoyed  the  very  delightful  and 
very  complete  address.  Coming,  as  it  does,  on  an  occasion  of 
this  kind,  when  almost  every  speaker,  and  every  paper  read, 
refers  to  Shakespeare's  maniacs,  and  coming  from  such  a  Shakes- 
pearean scholar  as  Dr.  Buckley,  we  would  like  to  have  him  dwell 
a  little  longer  on  some  special  lines  he  has  brought  out.  Thank 
you,  doctor,  very  much. 

The  next  on  the  programme  is  the  discussion  on  the  ''  After- 
Care  of  the  Insane,"  which  will  be  opened  by  Dr.  Mabon. 

Dr.  Mabon. — Mr.  President,  Ladies  and  Gentlemen :  I  will 
endeavor  to  be  as  brief  in  the  presentation  of  this  subject  as  pos- 
sible, but  a  large  part  will  have  to  be  left  to  the  printing. 

The  following  papers  were  then  read :  "  After-Care  of  the 
Insane,"  by  Dr.  William  Mabon,  New  York  City ;  and  Dr.  Robert 
M.  Elliott,  Willard,  N.  Y. 

The  President. — I  regret  very  much  that  Hon.  Homer  Folks, 
Secretary  of  the  State  Charities  Aid  Association  of  New  York,  is 
not  here,  but  we  have  to  represent  him  Miss  E.  H.  Horton,  the 
special  agent  of  that  Association  in  New  York  City,  who  no  doubt 
will  be  able  to  give  us  very  valuable  information  on  this  subject. 

Dr.  Mabon's  and  Dr.  Elliott's  papers  were  discussed  by  Miss 
Horton,  Dr.  Mabon,  Dr.  Stedman,  and  Dr.  Wentworth. 
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Dr.  Mabon. — I  wish  to  announce  that  the  State  Charities  Aid 
Association  of  New  York  has  contributed  one  hundred  reports, 
showing  the  plan  of  organization  and  the  work  of  the  Association. 
The  reports  are  here  for  those  who  may  be  interested. 

Adjourned. 

Wednesday  Evening,  May  8,  8.30  p.  m. 

The  meeting  was  caUed  to  order  by  the  Secretary,  who  cahed 
Dr.  Burgess  to  the  chair,  pending  the  arrival  of  the  President, 
who  had  been  unexpectedly  detained. 

The  following  papers  were  read :  ''  Alcohol  as  an  Etiological 
Factor  in  Mental  Disease,"  by  Dr.  G.  H.  Kirby,  New  York,  N.  Y. ; 
Dr.  Harry  A.  Cotton,  Hathorne,  Mass. ;  and  Dr.  C.  W.  Chapin, 
New  York,  N.  Y.  ''  The  Polyneuritic  Psychosis  or  Korsakoff's 
Disease,"  by  Charles  K.  Mills,  M.D. ;  and  A.  Reginald  Allen, 
M.D.,  Philadelphia,  Pa. ;  read  by  Dr.  Allen.  "  Arterio-Sclerosis 
in  Mental  Disease,"  clinical  paper  by  Dr.  C.  Macfie  Campbell, 
New  York,  N.  Y. ;  anatomical  paper  by  Dr.  Glanville  Y.  Rusk, 
New  York,  N.  Y. 

The  papers  of  the  evening  were  discussed  by  Dr.  Meyer. 

The  President. — There  will  be  a  meeting  of  the  Council  imme- 
diately after  the  adjournment  of  this  meeting  in  Room  130,  at 
which  the  editors  of  the  American  Journal  of  Insanity  will  be 
present. 

Adjourned. 

Thursday,  May  9,  10.00  a.  m. 

The  President. — The  Association  will  please  come  to  order. 
The  Secretary  will  read  the  report  of  the  Council. 

Report  of  Council  to  Association,  May  9,  1907. 

The  Council  recommends  that  the  question  of  publishing  the 
Journal  of  Insanity  bi-monthly  be  referred  to  the  editorial 
board  of  the  Journal,  together  with  the  President-elect  and 
Secretary,  with  power  for  final  action. 

The  Council  has  appropriated  the  sum  of  two  hundred  dollars 
to  be  awarded  as  a  prize  for  an  essay  on  original  work,  under 
conditions  to  be  in  future  prescribed  by  the  President,  Secretary, 
and  Programme  Committee. 
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It  is  recommended  that  the  dues  of  the  Association  remain  as 
at  present,  namely,  five  dollars  for  active  membership  and  two 
dollars  for  associate  membership. 

The  Council  recommends  the  appropriation  of  two  hundred  dol- 
lars, or  as  much  thereof  as  may  be  needed,  to  be  used  in  the  dis- 
cretion of  the  editorial  board  of  the  American  Journal  of 
Insanity. 

The  Council  has  authorized  the  Secretary  to  publish  the  Trans- 
actions of  this  meeting. 

The  Council  recommends  for  active  membership  the  following 
named  associate  member : 

Dr.  Isador  H,  Coriat,  Boston,  Mass. 

The  Council  recommends  for  associate  membership,  the  follow- 
ing named  physicians : 

Dr.  Samuel  W.  Hamilton,  New  York,  N.  Y. ;  Dr.  J.  M.  Whitaker,  Mil- 
ledgeville,  Ga. ;  Dr.  Samuel  T.  Orton,  Columbus,  O. ;  Dr.  Charles  B. 
Rogers,  Cincinnati,  O. ;  Dr.  Clyde  R.  McKinniss,  Norristown,  Pa. 

The  Council  has  informally  considered  the  appHcations  of  the 
following  named  physicians  for  active  membership.  In  accor- 
dance with  the  constitution,  final  consideration  will  be  deferred 
until  next  year : 

Dr.  Graeme  M.  Hammond,  New  York,  N.  Y. ;  Dr.  John  J.  Twohey,  Buf- 
falo, N.  Y. ;  Dr.  Lewis  H.  Gundry,  Relay,  Md. ;  Dr.  Thomas  Coke  Biddle, 
Topeka,  Kans. ;  Dr.  A.  S.  Priddy,  Marion,  Va. ;  Dr.  William  Pritchard, 
Gallopolis,  Ohio. 

The  Council  recommends  that  the  President-elect  be  authorized 
to  appoint  a  Programme  Committee,  whose  duty  it  shall  be  to 
arrange  for  the  programme  of  the  next  annual  meeting. 

On  motion,  the  report  of  the  Council  was  accepted  and  adopted. 

The  President. — Those  physicians  who  have  been  recom- 
mended by  the  Council  for  membership  in  the  Association  will 
be  voted  upon  at  the  session  to-morrow  morning. 

The  next  is  the  report  of  the  Auditing  Committee. 

The  following  report  was  read  by  Dr.  Wade,  Chairman  of  the 

Committee : 

Washington,  D.  C,  May  9,  1907. 

To  the  American  Medico-Psychological  Association: 

Your  Auditing  Committee  respectfully  reports  that  it  has  examined  the 
books   of  the   Treasurer,  compared  the  vouchers   with  the  checks   drawn 
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and  paid,  and  footed  the  totals,  and  finds  his  statement  submitted  to  the 
Association  correct,  namely,  a  balance  of  $1,405.18  in  the  Emigrant  Indus- 
trial Savings  Bank,  and  a  balance  of  $836.57  in  the  New  York  Produce 
Exchange  Bank,  including  $12.00  banked  since  the  book  was  balanced,  a 
total  balance  of  $2,241.75. 

We  have  also  audited  the  report  of  the  editors  of  the  American  Journal 
OF  Insanity,  compared  the  vouchers  with  the  payments  made,  and  find  the 
statement  submitted  to  the  Association  correct,  namely,  a  balance  in  cash 
now  on  hand  of  $123.09. 

Respectfully  submitted, 

(Signed)     J.  Percy  Wade, 
Chairman. 

On  motion,  the  report  of  the  Auditing  Committee  was  accepted 
and  adopted. 

The  President. — First  on  the  programme,  we  have  the  paper 
of  Dr.  Stedman,  "  Some  Remarks  on  Public  Lectures  on  Insanity." 

Dr.  Brush. — It  seems  to  me  that  the  important  suggestions 
made  by  Dr.  Stedman  should  not  be  allowed  to  pass  without  some 
action  on  the  part  of  the  Association.  It  occurred  to  me  while 
he  was  reading  that  I  had  noticed  at  our  annual  meetings  on 
more  than  one  occasion  persons  who  were  not  connected  with  the 
profession  who  seemed  more  or  less  interested,  sometimes  from 
morbid  curiosity,  doubtless,  but  occasionally  from  genuine  interest 
in  the  subjects  treated. 

We  might  inaugurate  at  our  meetings  a  series  of  popular  lec- 
tures on  insanity,  one  each  year.  I  move,  therefore,  that  Dr. 
Stedman  be  appointed  Chairman  of  a  committee  to  take  this  mat- 
ter into  consideration — not  committing  the  Association  to  the  sug- 
gestions by  any  means — but  simply  to  take  it  into  consideration 
and  report  at  the  next  meeting.  The  committee  which  I  suggest 
might  confer  with  the  Committee  on  Programme,  and  as  a  tenta- 
tive measure,  if  the  suggestion  meets  the  approval  of  the  Com- 
mittee, a  lecture  might  be  arranged  for  at  our  next  annual  meet- 
ing, to  which  the  public  could  be  invited. 

Adopted. 

The  President. — I  will  appoint  as  such  committee.  Dr.  Sted- 
man, Chairman,  as  provided  in  the  motion.  Dr.  Brush  and  Dr. 
Arthur  Hurd. 
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Dr.  Stedman's  paper  was  discussed  by  Dr.  Dewey,  Dr.  Bancroft, 
Dr.  A.  Meyer,  Dr.  Burgess,  Dr.  Busey,  Dr.  Wentworth,  Dr. 
Mabon,  and  by  Dr.  Stedman  in  closing. 

Dr.  Burgess.- — Mr.  President,  with  your  permission,  I  would 
like  to  interrupt  the  course  of  proceedings  long  enough  to  intro- 
duce a  resolution.  Since  coming  to  this  meeting,  I  have  learned 
with  deepest  regret,  that  one  of  our  old  and  most  valued  members 
is  very  ill.  It  is  doubtful  if  he  will  ever  again  be  with  us.  I  refer 
to  Dr.  P.  L.  Murphy,  of  North  Carolina. , 

I  have  been  connected  with  this  Association  a  great  many  years. 
My  first  meeting  goes  back  to  1870,  I  think,  and  during  that  time 
I  have  never  found  a  better,  more  thoroughly  upright  member, 
to  my  mind,  than  Dr.  Murphy.  In  fact,  if  we  should  be  unfor- 
tunate enough  to  lose  him,  which  I  hope  we  will  not,  it  may  truth- 
fully be  said,  we  shall  not  look  upon  his  like  again.  By  his 
strength  of  character  and  honesty  of  purpose  he  has  been  a  tower 
of  strength  in  this  Association  and  in  the  care  of  the  insane 
of  North  Carolina.  With  your  permission,  I  would  ask  that  the 
Secretary  be  instructed  to  send  a  telegram,  expressing  our  sym- 
pathy with  him,  and  our  earnest  hope  that  he  will  be  again  per- 
mitted to  be  with  us. 

The  President. — I  am  sure  that  this  meets  with  the  thorough 
concurrence  of  all  of  us. 

Dr.  Burgess'  resolution  was  duly  seconded  and  unanimously 
adopted. 

The  following  telegram  was  sent : 

Washington,  D.  C,  May  9,  1907. 
Dr.  p.  L.  Murphy,  Morganton,  N.  C. 

On  motion  of  Dr.  Burgess,  unanimously  resolved  that  Association  ex- 
tends sympathy  and  best  wishes  for  speedy  recovery. 

(Signed)     Charles  G.  Hill,  President, 

Charles  W.  Pilgrim,  Secretary. 

Papers  on  "  Reception  Hospitals,  Psychopathic  Wards,  and 
Psychopathic  Hospitals,"  were  read  by  the  following  named 
physicians :  Adolph  Meyer,  M.  D.,  Ward's  Island,  New  York, 
N.  Y. ;  Albert  M.  Barrett,  M.D.,  Ann  Arbor,  Mich. ;  M.  S.  Greg- 
ory, M.D.,  New  York,  N.  Y. ;  Charles  P.  Bancroft,  M.D.,  Con- 
cord, N.  H. 
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The  symposium  on  reception  hospitals,  etc.,  was  discussed  by 
Dr.  Burgess,  Dr.  D.  C.  Meyers,  Dr.  Coe,  Dr.  Burr,  Dr.  Stockton, 
Dr.  Crumbacker,  Dr.  A.  Meyer,  and  Dr.  Barrett. 

The  following  papers  were  read : 

"  Metabolism  in  the  Insane,  with  Special  Reference  to  General 
Paralysis,"  by  Otto  Folin,  M.  D.,  Waverley,  Mass.,  which  was  dis- 
cussed by  Dr.  A.  Meyer. 

"  Opsonins  and  the  Employment  of  Therapeutic  Vaccines  in  the 
Treatment  of  General  Paralysis,"  by  John  D.  O'Brien,  M.D., 
Massillon,  O.  Discussed  by  the  President,  Dr.  Burr  and  Dr. 
Coe. 

"  Megalomania  in  General  Paralysis,"  by  Joseph  Clement  Clark, 
M.D.,  Sykesville,  Md. 

End  of  morning  session. 

Afternoon  Session. 
The  meeting  was  called  to  order  by  the  President. 

The  following  papers  were  read: 

"  The  Melancholia-Mania  Group  of  Psychoses,"  by  Edward 
Cowles,  M.D.,  Boston,  Mass.     (By  title.) 

"  Some  Observations  in  General  Paralysis  and  Cerebral  Syph- 
ilis," by  C.  B.  Dunlap,  M.D.,  New  York,  N.  Y.     (By  title.) 

"  Relationship  between  Aphasia  and  Mental  Diseases,"  by  Wil- 
liam McDonald,  M.D.,  Providence,  R.  I.  Discussed  by  Dr. 
Burgess. 

"  The  Forms  of  Dementia  Praecox,"  by  William  Rush  Dunton, 
M.D.,  Towson,  Md. 

"  Prognosis  in  Cases  of  Mental  Disease,  Showing  the  Feeling 
of  Unreality,"  by  F.  H.  Packard,  M.  D.,  Waverley,  Mass. 

The  President. — ^This  closes  the  programme  for  to-day.  I 
would  like  to  ask  all  who  have  not  already  registered  to  be  kind 
enough  to  do  so  before  they  leave  us  this  afternoon.  I  do  not 
believe  our  registration  is  quite  complete. 

The  meeting  will  stand  adjourned  until  ten  o'clock  to-morrow 
morning  at  the  Inside  Inn,  Jamestown  Exposition. 

End  of  afternoon  session. 
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Friday,  May  io,  io.oo  a.  m. — Inside  Inn,  Jamestown 

Exposition. 

The  President. — The  Association  will  come  to  order.  I  take 
great  pleasure  in  introducing  Mr.  Robert  H.  Sexton,  Commis- 
sioner of  Special  Events  of  the  Jamestown  Exposition. 

Mr.  Sexton: 

Mr.  President,  Ladies  and  Gentlemen: 

I  am  here  representing  Mr.  Tucker,  President,  and  Mr.  Lanson,  both  of 
whom  desired  to  be  with  you  this  morning.  Mr.  Tucker  was  called  last 
night  to  Washington  and  I  have  just  received  a  telegram  from  Mr.  Lanson 
that  he  is  unable  to  be  present,  so  I  am  here  to  extend  the  best  wishes  of 
the  Exposition  and  to  hope  that  you  will  have  a  good  time. 

We  have  arranged  for  reserved  seats  for  all  the  members  of  your  Asso- 
ciation at  the  organ  recital,  which  will  be  given  at  four  o'clock  this  after- 
noon by  Mr.  Clarence  Eddy,  a  very  noted  artist,  as  you  know.  The  recital 
will  be  held  in  the  auditorium  of  the  Administration  Building,  and  it  is 
hoped  that  all  will  arrange  to  attend. 

At  eleven  o'clock  this  morning,  we  are  to  have  a  carrier  pigeon  contest 
just  opposite  the  grand  stand  on  Lee's  Parade.  At  that  hour  two  thousand 
homing  pigeons  from  Washington  will  be  released.  I  think  it  will  be  quite 
interesting. 

I  hope  you  will  all  look  upon  our  incompleted  Exposition  with  a  chari- 
table eye.  We  have  a  great  deal  yet  to  do,  yet  I  am  sure  you  will  find 
much  of  interest  in  the  various  exhibits  already  in  place.  I  thank  you  all 
for  your  courtesy.     (Applause.) 

The  President. — The  first  order  of  business,  gentlemen,  is  the 
report  of  the  Council.     The  Secretary  will  make  the  report. 

Dr.  Pilgrim. — -I  am  very  sorry  not  to  be  able  to  make  the 
detailed  report  of  the  Council,  but  the  grip  containing  the  Secre- 
tary's notes  has  been  lost  somewhere  in  transit.  The  first  thing 
in  order  is  voting  upon  the  names  proposed  to  the  Association 
yesterday  for  membership. 

(This  list  is  given  in  the  report  of  the  Council  May  9.) 
On  motion,  the  Secretary  was  instructed  to  cast  the  ballot  of 
the  Association  for  these  gentlemen. 

The  President.— The  Secretary  announces  that  the  ballot  has 
been  cast,  and  I,  therefore,  declare  these  gentlemen  members  of 
the  Association,  upon  their  qualifying  in  accordance  with  the 
constitution. 
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Dr.  Pilgrim. — The  Council  has  unanimously  voted  for  Cin- 
cinnati, O.,  as  the  next  place  of  meeting,  the  time  to  be  arranged 
by  the  President-elect  and  the  local  Committee  of  Arrangements. 
This  completes  the  report  of  the  Council. 

On  motion,  the  report  was  accepted  and  adopted. 

The  President. — The  Chair  appoints  the  following  named  gen- 
tlemen as  the  Committee  on  Resolutions  :  Dr.  Burgess,  Dr.  Work, 
and  Dr.  Mabon. 

Dr.  Evans. — Mr.  President,  in  view  of  the  small  number  here, 
and  some  other  invitations  before  us,  I  move  that  we  adjourn 
to  meet  at  2.30  this  afternoon,  and  then  take  up  such  business 
matters  as  may  come  before  the  Association. 

Dr.  Evans'  motion  was  duly  seconded  and  carried. 

The  President. — We  now  stand  adjourned  until  2.30  this 
afternoon. 

Afternoon  Session. 

The  President. — Having  finished  the  routine  business  at  this 
morning's  session,  we  will  proceed  now  to  the  reading  of  the 
papers. 

The  following  papers  were  read : 

"  Hysteria,  a  Much  Abused  Neurosis,"  by  C.  Eugene  Riggs, 
M.D.,  St.  Paul,  Minn.     (By  title.) 

"  The  Manifestations  of  Hysteria  as  Insanity,"  by  Robert  C. 
Woodman,  M.D.,  Middletown,  N.  Y. 

"Hysteria  in  the  Male,"  by  Ernest  L.  Bullard,  M.D.,  Mil- 
waukee, Wis. 

"  The  Rest  Treatment  as  AppUed  in  Mental  Disease,"  by  Frank 
P.  Norbury,  M.D.,  Jacksonville,  111.     (By  title.) 

*'  The  Treatment  of  Excitements  by  Continuous  Baths,"  by 
Samuel  W.  Hamilton,  M.  D.,  New  York,  N.  Y. 

*'  The  Care  of  Imbeciles  in  Hospitals  for  the  Insane  and  Else- 
where," by  J.  M.  Keniston,  M.  D.,  Middletown,  Conn.     (By  title.) 

''  Our  Duty  to  the  Chronic  Insane,"  by  J.  T.  W.  Rowe,  M.D., 
New  York,  N.  Y.     Discussed  by  Dr.  Burgess. 

"  Toxaemia  as  a  Factor  in  the  Etiology,  Prognosis  and  Treat- 
ment of  Insanity,"  by  E.  H.  Pomeroy,  M.D.,  Monterey,  Tenn. 

"  Simplified  Spelling  and  Some  Medico-Psychologic  Terms," 
by  William  C.  Krauss,  M.D.,  Buffalo,  N.  Y. 
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"  Borderland  Insanity,"  by  John  Punton,  M.D.,  Kansas  City, 
Mo.      (By  title.) 

"  Recidivation  in  Mental  Disease,"  by  George  Villeneuve,  M.D., 
Montreal,   Que.     (By   title.) 

''  A  Few  Fallacies  in  the  Treatment  of  Epilepsy  by  Drugs,"  by 
A.  L.  Skoog,  M.D.,  Pueblo,  Colo.     (By  title.) 

Papers  on  *'  Shorter  Hours  for  Attendants  and  Nurses,"  were 
read  by  the  following :  Alfred  I.  Noble,  M.D.,  Kalamazoo,  Mich. ; 
Arthur  V.  Goss,  M.  D.,  Taunton,  Mass.  (by  title)  ;  Charles  G. 
Wagner,  M.  D.,  Binghampton,  N.  Y.  (by  title). 

These  papers  were  discussed  by  Dr.  Bancroft,  Dr.  Gorst,  Dr. 
Hurd,  Dr.  Pilgrim,  Dr.  Richardson,  and  Dr.  Noble  in  closing. 

The  President. — We  now  come  to  the  memorial  notices.  How 
shall  these  be  read? 

Dr.  Burgess. — Mr.  President,  owing  to  the  lateness  of  the 
hour  and  the  slimness  of  the  attendance,  I  think  myself  it  better 
be  by  title.  I  deeply  regret  to  have  to  make  such  a  suggestion, 
because  I  have  always  maintained  that  the  memorial  notices  should 
take  precedence  over  everything  else,  but  under  the  circumstances 
I  think  it  is  the  wisest  course  to  pursue.  This  is  the  only  asso- 
ciation of  scientific  men  that  disgraces  itself  by  putting  memorial 
notices  at  the  end  of  the  last  day's  business.  In  every  other 
association  they  precede  every  other  thing,  and  they  should  do  so 
as  a  just  tribute  to  men  we  have  known  and  esteemed,  and  whose 
loss  we  deplore.  To  my  mind,  our  practice  is  wrong — utterly 
wrong,  and  I  sincerely  trust  it  will  henceforth  be  changed. 

The  President. — If  there  is  no  objection,  the  memorial  notices 
will  be  read  by  title. 

The  following  memorial  notices  were  read  by  title : 

Dr.  Alexander  E.  Macdonald,  by  Arthur  W.  Hurd,  M.D. ; 
Dr.  Joseph  Manning,  Cleaveland,  by  Theodore  H.  Kellogg,  M.  D. ; 
Dr.  R.  J.  Preston,  by  William  F.  Drewry,  M.D. 

The  President. — We  will  now  receive  the  report  of  the  Com- 
mittee on  Resolutions. 

Dr.  Burgess. — The  Committee  on  Resolutions  begs  to  report 
as  follows :  That  the  thanks  of  this  Association  are  justly  due 
and  hereby  tendered  to  the  Committee  of  Arrangements  for  the 
care  taken  of  our  interests ;  to  Dr.  William  L.  Russell  and  the 
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Programme  Committee  for  the  excellent  and  instructive  series  of 
papers  provided  for  our  benefit ;  to  Dr.  William  A.  White  for  the 
delightful  afternoon  spent  at  St.  Elizabeth ;  to  the  manager  of 
the  New  Willard  Hotel  for  his  kindness  in  furnishing  us  with  an 
assembly  hall ;  and  to  the  management  of  the  Jamestown  Exposi- 
tion for  the  various  courtesies  extended  to  us. 

(Signed)     T.  J.  W.  Burgess, 
Wm.  Mabon^ 
Hubert  Work. 

On  motion,  the  report  was  accepted  and  adopted. 

The  President. — At  the  request  of  the  President-elect,  I 
announce  the  following  as  the  Committee  on  Arrangements  for 
the  next  meeting: 

Dr.  F.  W.  Harmon. 

Dr.  F.  W.  Langdon,  and  others  whom  they  shall  select  to  co- 
operate with  them. 

Also  with  the  suggestion  and  cooperation  of  the  incoming  Presi- 
dent, I  announce  the  following  Programme  Committee : 

Dr.  Owen  Copp,  Boston,  Mass.,  Chairman. 

Dr.  Arthur  W.  Hurd,  Buffalo,  N.  Y. 

Dr.  William  F.  Drewry,  Petersburg,  Va. 

Dr.  H.  A.  Tomlinson,  St.  Peter,  Minn. 

Dr.  T.  J.  W.  Burgess,  Montreal,  Que. 

This  closes  the  order  of  exercises  of  this  meeting.  Will  Dr. 
Coe  and  Dr.  Burgess  conduct  the  President-elect  to  the  chair? 

Dr.  Burgess. — Mr.  President,  Ladies  and  Gentlemen :  I  have 
great  pleasure  in  presenting  to  you  our  new  President,  Dr.  Ban- 
croft. He  is  so  long  and  so  well  known  to  all  of  you  that  it  is 
hardly  necessary  to  say  anything,  but  one  thing  I  can  assure  you 
which  is,  that  he  will  certainly  reflect  lustre  upon  the  chair  he  has 
been  elected  to  fill  and  of  which  he  has  now  taken  possession. 

The  President. — Gentlemen,  before  transferring  my  insignia 
of  office  to  my  most  worthy  and  excellent  successor,  I  want  to 
tender  my  thanks  to  the  various  committees  who  have  contributed 
so  much,  in  fact  all,  to  the  success  of  this  meeting,  and  to  express 
my  high  appreciation  of  the  courtesy  and  consideration  of  the 
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members  during  my  brief  term  of  office.  I  take  great  pleasure 
in  transferring  my  office  to  the  President-elect  Dr.  Bancroft. 
(Applause.) 

The  President-Elect  : 

Mr.  President,  Ladies  and  Gentlemen :  I  wish  to  express  to 
the  Association  my  profound  appreciation  of  the  great  honor  you 
have  conferred  upon  me.  No  member  of  this  society  can  receive 
this  appointment  without  feeling  that  it  is  one  of  the  greatest  com- 
pliments that  can  fall  to  him  in  his  professional  life. 

It  so  happens  that  this  spring  marks  the  twenty-fifth  year  of  my 
service  as  an  active  member  of  the  American  Medico-Psychological 
Association,  and  it  is  especially  gratifying  to  me  that  the  official 
honor  you  have  conferred  upon  me  comes  at  this  particular  mile- 
stone of  my  service.  I  wish  to  thank  you  all  most  heartily  for 
the  confidence  you  have  reposed  in  me.     (Applause.) 

I  now  declare  this  meeting  adjourned,  to  meet  next  year  in 
Cincinnati,  O.,  at  a  time  to  be  announced  later  by  the  Secretary. 


PRESIDENTIAL  ADDRESS. 
By  CHARLES  G.  HILL,  M.  D., 

Attending  Physician  Mount  Hope  Retreat,  Baltimore,  Md.  '■ 

Gentlemen  : 

"  Chords  that  vibrate  sweetest  pleasures, 
Thrill  the  deepest  notes  of  woe." 

So  said  Burns,  and  he  never  had  the  experience  of  being  hon- 
ored by  the  Presidency  of  this  Association  for  a  year,  with  the 
one  discordant  note  ever  ringing  in  his  ear,  that  there  must, 
forsooth,  be  forthcoming  a  Presidential  Address.  The  Wayside 
philosopher  spoke  truly  when  he  said  that  a  genius  is  one  who 
knows  everything  without  having  to  learn  anything.  After 
consuming  most  of  the  year  in  angling  for  a  suitable  theme 
for  such  an  occasion,  I  finally  concluded  to  devote  what  was  left 
of  the  time,  and  myself,  to  the  discussion  of  a  subject,  always  old 
and  always  new,  "  How  can  we  best  advance  the  study  of  Psychia- 
try ?  "  This  is  a  broad  question,  but  don't  be  frightened,  as  I  will 
make  only  a  few  general  suggestions  and  not  enter  into  lengthy 
details.  My  first  proposition  is  that  our  clinical  pictures  of  the 
varied  forms  of  insanity  are  too  technical  and  not  sufficiently 
explicit.  Though  our  classifications  are  so  numerous  that  there  is 
little  room  for  addition,  unless  we  add  "  the  classifying  mania  of 
medical  authors,"  as  was  suggested  many  years  ago  by  Shepard, 
they  are  so  imperfect  and  incomplete  that  leading  alienists  publicly 
differ  as  to  the  category  in  which  to  place  certain  groups  of 
symptoms,  and  occasionally  find  it  necessary  to  coin  new  terms  to 
describe  them,  such  as  Brain-Storms  or  Dementia  Americana. 
With  all  of  our  complex  divisions  and  subdivisions  how  often  does 
it  occur  to  us  in  admitting  a  patient  undoubtedly  insane,  that  we 
are  at  a  loss  to  know  under  which  classification  to  place  him. 
Insanity  is  simply  mental  unsoundness,  and  though  no  one  can 
point  out  the  fine  line  that  separates  it  from  the  normal  mental 
condition,  with  all  the  latitude  of  the  latter,  and  it  is  on  that 
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ground  that  battles  will  necessarily  be  fought  by  men  honest  in 
their  opinions  but  viewing  it  from  different  standpoints,  have  we 
not  so  complicated  the  matter  as  to  confuse  the  layman  and  the 
lawyer,  and  to  the  public  mind  reflect  discredit  on  ourselves? 
The  older  writers  were  far  more  graphic  in  their  clinical  pictures 
and  seemed  to  grasp  the  subject  more  clearly.  The  following 
few  well-penned  lines  from  Maudsley  express  so  fully  and  com- 
prehensively the  whole  matter,  and  incidentally  indicate  so 
strongly  the  responsibility  of  the  insane,  that  a  most  exhaustive 
dissertation  would  not  add  one  jot  to  its  completeness.  Speak- 
ing of  the  patients  as  seen  in  an  asylum  taken  collectively  he  says : 
"  For  the  most  part,  they  are  very  unlike.  Of  the  inmates  of  an 
asylum,  some  few  might  present  noticeable  peculiarities  of  appear- 
ance, demeanor,  and  conversation ;  more  would  strike  the  ob- 
server by  their  dull  look  and  listless  attitude,  as  if  they  had  no 
interest  in  anything  in  the  heavens  above  or  in  the  earth  beneath, 
while  others  would  not  show,  either  by  their  looks  or  by  what 
they  said  or  did,  that  they  were  not  as  other  men  are.  So  much 
would  the  casual  observer  see.  The  skilled  observer  would  see 
more,  but  even  he  would  not  find  a  new  world  and  a  new  race  of 
beings.  He  would  find  man  changed,  indeed,  but  not  trans- 
formed. He  would  meet,  as  Esquirol  has  remarked,  with  "  the 
same  ideas,  the  same  errors,  the  same  passions,  the  same  mis- 
fortunes. It  is  the  same  world,  but  in  such  a  house  the  traits 
are  stronger,  the  colors  more  vivid,  the  shades  more  marked,  the 
effects  more  startling,  because  man  is  seen  in  all  his  nakedness, 
because  he  does  not  dissimulate  his  thoughts,  because  he  does  not 
conceal  his  defects,  because  he  lends  not  to  his  passions  the  charm 
which  seduces,  nor  to  his  vices  the  appearances  which  deceive." 

This  description  differs  very  materially  from  the  popular  idea 
of  a  madhouse  which  is  more  in  the  line  of  Hogarth  or  Charles 
Reade.  It  differs  too  from  the  law-made  insanity  that  is  framed 
by  statutes  and  interpreted  by  courts.  Quoting  from  Maudsley 
again,  on  the  responsibility  of  the  insane :  "  Were  the  observer, 
whether  casual  or  skilled,  to  reside  for  some  length  of  time  in  an 
asylum,  and  thus  make  himself  practically  acquainted  with  the 
ways,  thoughts,  and  feelings  of  its  inmates,  he  would  certainly 
discover  how  great  a  mistake  it  is  to  suppose,  as  is  often  done, 
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that  they  are  always  so  alienated  from  themselves  and  from  their 
kind  as  not  to  be  influenced  by  the  same  motives,  as  sane  persons, 
in  what  they  do  or  forbear  to  do.     When  an  insane  person  is  on 
his  trial  for  some   criminal  offence,  it  is   commonly  taken   for 
granted  by  the  lawyers  that  if  an  ordinary  motive  for  the  act, 
such  as  anger,  revenge,  jealousy,  or  any  other  passion  can  be  dis- 
covered, there  is  no  ground  to  allege  insanity,  or,  at  any  rate,  no 
ground   to   allege   exemption   from   responsibility  by   reason   of 
insanity.     The  ideal  madman  whom  the  law  creates  is  supposed 
to  act  without  motives,  or  from  such  motives  as  it  enters  not  into 
the  mind  of  a  sane  person  to  conceive,  and  if  someone  who  is 
plainly  mad  to  all  the  world,  acts  from  an  ordinary  motive  in  the 
perpetration  of  an  offence,  he  is  presumed  to  have  acted  sanely 
and   with   full   capacity   of   responsibility.     No   greater   mistake 
could  well  be  made.     Much  of  the  success  of  the  modern  humane 
treatment  of  insanity  rests  upon  the  recognition  of  two  principles : 
first,  that  the  insane  have  like  passions  with  those  who  are  not 
insane,  and  are  restrained  from  doing  wrong,  and  constrained  to 
do  right,  by  the  same  motives  which  have  the  same  effect  in  sane 
persons ;  secondly,  that  these  motives  are  only  effective  within 
limits,  and  that  beyond  these  limits  they  become  powerless,  the 
hope  of  reward  being  of  no  avail,  and  the  expectation  or  infliction 
of  punishment  actually  provoking  more  unreason  and  violence.    By 
the  skillful  combination  of  these  principles  in  practice  it  has  come 
to  pass  that  asylums  are  now,  for  the  most  part,  quiet  and  orderly 
institutions,  instead  of  being,  as  in  olden  times,  dens  of  disorder 
and  violence,  and  that  the  curious  sightseer,  who  visits  an  asylum 
as  he  would  visit  a  menagerie,  sees  nothing  extraordinary,  and 
comes  away  disappointed."     If  we  have  accomplished  so  much 
by  applying  in  our  hospital  management  this  practical  result  of  our 
observation  and  experience,  why  could  not  so  large  and  influential 
a  body  of  men  as  this  Association  embraces  so  impress  the  legal 
profession  as  to  bring  about  a  modification  of  their  illogical  and 
impractical  rulings  and  definitions  and  sweep  aside  all  the  cum- 
bersome technicalities  that  so  often  pervert  the  ends  of  justice 
instead  of  aiding  them.     Then  we  would  be  spared  the  spectacle, 
too  often  witnessed,  of  one  insane  by  common  consent  and  com- 
mon sense  and  yet  not  insane  by  law,  of  one  insane  in  one  State 
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and  sane  in  another,  or  sane  by  the  edict  of  one  court  and  insane 
by  the  ruling  of  another. 

As  to  the  special  forms  of  insanity,  the  poet  with  his  genius  has 
not  only  anticipated  us  but  surpassed  us  in  vivid  description. 
Centuries  before  Paresis  had  been  differentiated  as  a  distinct  form 
of  insanity  Shakespeare  saw  and  grasped  its  salient  features  as 
pictured  in  Troilus  and  Cressida. 

"  Things  small  as  nothing,  for  request's  sake  only, 
He  makes  important,  possessed  he  is  with  greatness, 
And  speaks  not  to  himself,  but  with  a  pride 
That  quarrels   at  self  breath.     Imagin'd  worth 
Holds  in  his  blood  such  swoll'n  and  hot  disease, 
That,  twixt  his  mental  and  his  active  parts, 
Kingdom'd  Achilles  in  promotion  rages, 
And  batters  down  himself.    What  should  I  say? 
He  is  so  plaguy  proud  that  the  death  tokens  of  it 
Cry  '  no  recovery.'  " 

In  these  few  lines  not  only  did  he  seem  to  observe  the  most 
prominent  symptoms,  but  in  the  last  words,  "  no  recovery," 
pointed  out  with  wonderful  accuracy  the  prognosis  of  the  dis- 
ease. The  writings  of  Kipling  abound  in  vivid  pen  pictures  of 
various  forms  of  mental  alienation.  The  "  Phantom  Rickshaw  " 
gives  a  better  description  of  an  illusion  than  any  medical  book. 
A  type  of  neurotic  subject,  a  high-strung  nervous  organization 
in  a  weak  body,  he  describes  as  one  "  over-engined  for  his 
beam  "  and  predicts  his  breakdown,  which  did  occur  with  acute 
aphasia,  which  is  described  in  the  "  Conversion  of  Aurelis  Mc- 
Groggin."  The  madness  of  "  Private  Otheries "  cannot  be 
equaled  as  a  description  of  acute  melancholia  from  nostalgia. 
Locomotor  ataxia,  delirium  tremens,  and  many  other  diseases  are 
dealt  with  in  the  same  vivid  manner,  and  in  a  short  sketch  entitled 
"  To  be  Filed  for  Reference,"  there  is  a  description  of  the  psycho- 
logical condition  of  a  drunkard  that  surpasses  anything  in  our 
medical  literature.  In  the  character  of  Mcintosh  Jellaludin,  a 
drunken  vagabond,  he  lifts  the  curtain  and  gives  us  an  insight 
into  the  condition  of  a  type  so  familiar  to  all  of  us,  a  man  of 
education  and  refinement  who,  by  dissipation,  has  become  cal- 
lous to  every  natural  instinct  and  though  he  tramples  under  foot 
everything  that  makes  life  worth  living,  health,  home,  friends, 
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property,  and  all  rational  happiness,  makes  no  effort  to  extricate 
himself  from  the  mire  into  which  he  has  fallen.  His  acquaintance 
with  this  character  was  made  when  he  helped  him,  too  drunk  to 
rise,  from  the  horses  and  camels  of  a  Sultan's  caravansary  where 
the  horse  traders  and  best  of  the  blackguards  of  Central  Asia 
congregate,  and  in  subsequent  conversations  we  get  a  keen  insight 
into  the  motives  and  sensations  of  one  in  that  condition.  "  Man," 
said  he,  "  when  you  have  reached  the  uttermost  depths  of  degra- 
dation little  incidents  which  would  vex  a  higher  life  are  to  you 
of  no  consequence.  Last  night  my  soul  was  among  the  gods, 
but  I  make  no  doubt  that  my  bestial  body  was  writhing  down 
here  in  the  garbage.  I  was  drunk,  but  consider  how  lightly  I 
am  touched.  It  is  nothing  to  me,  less  than  nothing,  for  I  do  not 
even  feel  the  headache  which  should  be  my  portion.  Now  in  a 
higher  life,  how  ghastly  would  have  been  my  punishment,  how 
bitter  my  repentance.  On  the  Soul  which  I  have  lost  and  on 
the  Conscience  which  I  have  killed  I  tell  you  that  I  cannot  feel, 
I  am  as  the  gods,  knowing  good  and  evil,  but  untouched  by  either. 
Is  this  enviable  or  is  it  not?  I  tell  you  it  is  good  and  most 
enviable.    Think  of  my  consolations." 

But  in  addition  to  the  improvement  of  our  clinical  descriptions 
we  have  other  work  to  do.  We  are  charged  by  the  Neurologists 
with  a  lack  of  accuracy  in  our  diagnosis,  and  while  paranoia, 
dementia  praecox,  or  Korsakoff's  disease  do  not  admit  of  the  con- 
clusive tests  by  which  we  would  diagnose  a  locomotor  ataxia,  a 
polio  myelitis  anterior,  or  a  hemiplegia,  and  while  it  is  not  our 
fault  that  mental  diseases  are  not  associated  with  these  gross  dis- 
turbances of  motion  and  sensation  that  can  be  so  easily  measured 
and  estimated,  there  is  still  room  for  great  improvement  in  our 
delicacy  of  differentiation.  But  this  defect  will  not  be  remedied  by 
the  accumulation  of  histories  overflowing  the  office  and  packed 
away  down  in  the  cellar  or  some  remote  store-room  and  never 
read  again.  We  must  approach  it  by  other  and  more  direct  meth- 
ods. Thanks  to  the  discovery  of  Robertson  in  England  and  the 
researches  of  Langdon  and  his  co-laborers  in  America,  the  Bacil- 
lus Paralyticans  seems  to  offer  as  definite  an  indication  in  paresis 
as  the  organisms  of  typhoid  fever  or  diphtheria.  Other  forms  of 
insanity  may  or  may  not  owe  their  origin  to  a  special  organism 
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but  there  are  other  indications  by  which  their  diagnosis  may  be 
rendered  more  certain  and  accurate.  Has  the  use  of  the  micro- 
scope in  our  asylums  kept  pace  with  the  laboratories  of  the  general 
hospitals  ?  Where  can  patients  be  kept  more  closely  and  continu- 
ously under  observation  than  in  large  and  well-equipped  hospitals 
for  the  insane?  Our  opportunities  for  scientific  research  are  un- 
surpassed. The  recent  advances  in  the  differential  blood-count 
are  most  interesting.  Already  we  can  detect  by  this  method  any- 
thing from  an  inflammation  to  an  intestinal  parasite,  but  where 
could  one  find  any  extensive  tabulation  of  the  differential  blood- 
counts  of  the  insane  ?  Give  us  a  bacteriological  discovery  in  3^our 
research  among  the  insane  and  science  stands  ready  with  a  most 
practical  weapon  to  meet  it.  The  opsonic  treatment,  the  most  in- 
teresting and  infatuating  of  modern  therapeutic  advancements, 
only  awaits  to  do  our  bidding  as  soon  as  we  pave  the  way.  The 
quantitative  chemical  analysis  of  the  urine,  when  systematically 
followed,  gives  a  better  insight  into  the  physical  condition  of  the 
patient  and  offers  a  better  indication  for  successful  treatment  than 
any  test  that  has  been  applied,  and  yet  there  is  nothing  in  our 
literature  that  sheds  a  ray  of  light  on  this  subject  and  one  must 
grope  in  the  dark  until  he  can  formulate  his  own  standard  of 
health  and  disease  as  revealed  by  this  method.  A  systematic  study 
of  the  blood-pressure  in  the  insane  would  give  us  invaluable  infor- 
mation. If  the  effects  of  drugs  were  carefully  studied  with  a 
sphygmometer  the  common  abuse  and  misapplication  of  such  rem- 
edies as  Strychnin,  Digitalis,  the  Nitrates,  Supra  Renals  or  Thy- 
roids, and  many  others  would  at  least  be  corrected.  Where  is  a 
better  opportunity  offered  for  a  study  of  the  action  of  drugs  in 
health  and  disease  ?  This  would  present  a  most  inviting  field,  for 
with  all  our  boasted  scientific  advancement,  our  therapeutics  is 
simply  a  pile  of  rubbish.  While  a  few  hobbies  are  literally  ridden 
to  death  more  rational  plans  of  treatment  based  on  the  principles 
already  worked  out  for  us  are  but  scantily  utilized.  The  diet,  the 
digestion,  the  chemical  composition  of  food  stuffs,  the  metabolism 
of  water,  the  cause  and  treatment  of  constipation  not  by  purga- 
tives but  by  rational  and  natural  methods,  the  physiology  of  sleep 
and  the  pathology  of  insomnia,  all  need  to  be  especially  studied  in 
relation  to  their  application  to  the  insane.     Where  can  we  find  a 
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practical  application  of  mental  therapy  to  the  needs  of  our  alien- 
ated population?  I  do  not  refer  to  hypnotism  and  kindred  in- 
fluences in  the  abstract,  as  they  are  of  but  limited  value  to  us, 
but  to  that  common  and  subtle  force  that  the  most  successful  alien- 
ists and  the  most  successful  nurses  draw  upon  so  freely  in  their 
management  of  the  insane.  This  is  no  ideal  dream.  We  should 
encourage  those  who  have  the  genius  for  this  work,  to  a  more 
extensive  use  of  the  now  wasted  opportunities  afforded  by  our 
State  hospitals.  This  should  be  entered  into,  not  for  the  purpose 
of  proving  a  theory  or  arousing  the  applause  of  the  gallery  but 
in  the  abstract  and  for  the  mere  love  of  science.  Pasteur,  who 
gave  to  the  world  a  discovery  of  such  inestimable  value,  did  not 
start  out  to  develop  the  germ  theory.  It  came  from  his  interest 
in  crystallization,  which  seemed  then  of  no  practical  value.  On 
learning  that  the  naturally-formed  crystals  of  tartaric  acid  polar- 
ized light  to  the  opposite  direction  of  those  formed  synthetically, 
he  set  out,  like  the  true  scientist  he  was,  to  discover  the  cause. 
When  he  put  a  little  grape  juice  under  his  microscope  to  watch 
the  formation  of  crystals  he  found  that  it  was  teeming  with  vital 
organisms  and  that  it  was  these  agencies  that  broke  down  the 
chemical  structure  of  his  material  and  formed  new  compounds. 
To  prove  this  he  destroyed  the  organisms  by  heat  and  stopped  up 
his  flasks  with  cotton,  and  the  fluid  was  indefinitely  preserved. 
Then  came  the  suggestion  and  easy  demonstration  that  other 
organisms  caused  the  decomposition  of  animal  matter  and  it  was 
but  a  short  step  for  Lister  to  apply  the  knowledge  thus  gained 
to  the  practical  use  of  surgery.  And  thus  the  germ  theory,  the 
brightest  star  in  the  galaxy  of  medicine,  sprung  full-orbed  into  its 
circuit  to  shed  its  beneficent  light  as  long  as  civilization  shall 
endure. 

To  accomplish  such  results  we  must  offer  inducements  to  those 
who  possess  the  genius  for  this  kind  of  work,  and  these  are  rare. 
In  the  line  of  chemical  pathology  in  which  I  have  taken  an  interest 
I  have  found  only  an  average  of  about  one  out  of  a  hundred 
graduates  in  medicine  who  showed  that  particular  taste  or  apti- 
tude without  which  such  labor  would  be  a  failure.  "  Poeta  nas- 
citur  non  fit."     And  so  is  the  successful  laboratory  man. 

We  should,  in  order  to  advance  this  work,  establish  a  special 
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order  of  business  in  the  program  of  our  annual  meetings  for  the 
report  of  original  investigations,  and  if  necessary  give  prizes  out 
of  our  growing  treasury,  or  medals  of  distinction  for  meritorious 
work.  Then  we  might  change  our  journal  to  a  monthly  and 
make  it  a  bond  of  closer  union  and  more  ready  exchange  of  views 
among  our  members  and  of  more  general  interest  to  our  whole 
profession.  And  lastly,  we  must  educate  our  chiefs  to  a  better 
appreciation  of  laboratory  work.  It  is  very  discouraging  to  a 
young  pathologist  or  an  old  one  either,  to  have  his  superior  offi- 
cer ignore  his  carefully  worked-out  results,  and  use  remedies  or 
pursue  a  treatment  in  direct  opposition  to  his  deductions.  I  am 
convinced  that  the  dead-house  has  had  its  day,  and  that  prse- 
mortem,  rather  than  post-mortem  studies  should  engage  our  at- 
tention. The  revelations  of  the  autopsy  avail  us  little  in  the 
treatment  of  our  patients  and  the  study  of  the  living  is  far  more 
profitable  than  the  study  of  the  dead.  We  must  get  away  from 
the  growing  of  pumpkins,  the  rearing  of  pigs,  and  the  planting 
of  potatoes,  close  up  our  old  text-books,  always  ten  years  be- 
hind the  times,  and  study  the  latest  clinical  diagnosis,  physio- 
logical and  pathological  chemistry,  bacteriology,  toxicology,  and 
metabolism.  If  we  grow  tired^of  these  and  cannot  find  solace  in 
Benjamin  Rush,  Esquirol,  or  any  of  these  old  writers,  let  us  im- 
prove our  diagnostic  acumen  by  reading  Shakespeare,  Sherlock 
Holmes,  and  Kipling;  and  lastly,  to  broaden  our  philanthropy, 
ennoble  our  aims,  quicken  our  sympathies,  and  gild  the  edges  of 
the  volume  of  useful  knowledge  we  have  accumulated,  let  us  take 
down  from  our  shelves  that  priceless  little  gem.  The  Bonnie  Briar 
Bush,  and  read  and  reread  the  story  of  Wellum  MacClure. 


REPORT   OF   COMMITTEE   ON   TRAINING   SCHOOLS 

FOR  NURSES. 

To  the  President  and  Members  of  the  American  Medico- 
Psychological  Association  the  following  report  is  respectfully 
submitted : 

At  the  meeting  of  the  Association  in  June,  1906,  your  Com- 
mittee was  appointed  ''  to  prescribe  a  minimum  course  of  instruc- 
tion for  training  schools  for  nurses  in  hospitals  for  the  insane." 
The  matter  has  been  carefully  considered  and  an  attempt  is  here 
made  to  suggest  such  a  course.  Should  it  seem  to  some  to  include 
too  much,  your  Committee  begs  to  suggest  that  with  the  advance 
of  recent  years  in  the  care  and  treatment  of  the  sick  the  minimum 
of  what  a  nurse  should  know  cannot  be  small. 

ORGANIZATION  OF  THE  SCHOOL. 

Something  should  be  said  upon  the  proper  organization  of  a 
school,  since  upon  this  its  success  in  so  large  a  measure  depends. 
The  teaching  staff  should  be  large  enough  so  that  the  burden  on 
any  one  person  may  not  be  too  great,  and  so  that  the  work  of  the 
school  would  not  be  embarrassed  by  the  temporary  disability  or 
the  withdrawal  of  one  or  more  of  the  instructors.  The  superin- 
tendent of  nurses,^  who  is  also  superintendent  of  the  school,  should 
have  begun  her  nursing  career  in  a  hospital  for  the  insane  and 
afterward  have  graduated  from  a  general  hospital  school.  Under 
the  direction  and  with  the  advice  of  the  Superintendent  of  the 
hospital  she  should  co-ordinate  all  the  work  of  the  school  and 
arrange  for  rotation  of  service  of  the  nurses,  which  is  so  important 
for  variety  of  experience.  In  a  hospital  of  any  size  she  would 
have  an  assistant,  whose  qualifications  should  be  similar  to  her 
own,  and  both  should  rank  and  be  treated  as  officers  of  the 
hospital. 

Lectures  on  medical  subjects  are,  of  course,  to  be  given  regu- 

^  The  Superintendent  of  the  hospital  will  probably  avoid  trouble  by 
educating  one  of  his  own  nurses  for  this  position. 
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larly  by  different  members  of  the  medical  staff,  occasionally  on 
special  subjects  by  physicians  from  outside  the  hospital.  This 
medical  instruction  should  be  supplemented  by  recitations  from 
text-books,  which  may  be  conducted  by  the  physicians,  the  superin- 
tendent of  nurses,  her  assistant  and  the  supervisors.  The  technic 
of  nursing,  however,  which  a  physician  perhaps  ought  to  know, 
but  which  he  usually  does  not,  should  be  taught  to  small  divisions 
of  the  classes  by  the  superintendent  of  nurses,  her  assistant,  the 
supervisors  and  the  head  nurses  of  the  various  wards.  Special 
subjects,  such  as  hydrotherapy,  massage,  physical  training  and 
cooking,  should  be  taught  by  especially  employed  teachers,  or  by 
specially  trained  graduate  nurses.  The  apothecary  of  the  hospital 
can  give  the  practical  demonstrations  in  materia  medica.  If  the 
work  is  to  proceed  satisfactorily,  reasonable  time  must  be  allowed 
the  pupils  for  study  and  for  the  various  exercises  of  the  school. 

QUALIFICATIONS   OF  PUPILS. 

The  pupil  nurse  should  be  not  less  than  nineteen  nor  more  than 
thirty-five  years  of  age,  and  preferably  should  have  had  at  least 
the  instruction  of  one  year  in  a  high  school  or  its  equivalent. 

COMPULSORY   EDUCATION? 

Should  it  be  compulsory  for  all,  both  men  and  women,  who 
enter  the  nursing  service  of  the  hospital  to  join  the  training 
school?  It  is  desirable,  but  perhaps  it  is  not  always  possible  to 
insist  upon  it.  It  may  be  necessary  at  present  to  employ  some  who 
will  not  join  the  school  and  who  may  be  called  attendants  to  dis- 
tinguish them  from  members  or  graduates  of  the  school,  who  are 
called  pupil  nurses  or  graduate  nurses,  and  no  doubt  it  is  well  to 
distinguish  between  the  graduate  nurses  and  the  attendants  not 
only  by  the  positions  which  they  occupy  but  also  by  the  money 
compensation  which  is  given  them. 

INSTRUCTION    TO    ATTENDANTS. 

It  would,  however,  seem  highly  expedient  to  give  some  form  of 
instruction  to  the  attendants,  who  do  not  join  the  school,  in  the 
form  of  demonstrations  in  housekeeping  and  general  nursing  in 
order  to  obtain  from  them  a  more  satisfactory  service. 
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FUNCTION    OF   THE    NURSE. 

It  is  the  function  of  the  nurse  to  assist  the  physician  in  the  care 
of  his  patients,  and  in  so  doing  to  render  personal  service  to  the 
sick.  Assistance  to  the  physician  in  the  care  and  treatment  of  the 
insane  is  greater,  more  important  and  calls  for  a  higher  service 
than  in  any  other  form  of  disease,  and  the  need  for  careful  instruc- 
tion and  training  is  correspondingly  greater.  The  nurse  must 
not  only  minister  to  the  bodily  needs  of  such  patients,  but  tactfully 
and  with  good  judgment  influence  and  direct  the  conduct  of  those 
who  have  to  a  greater  or  less  degree  lost  the  ability  to  properly 
care  for  themselves.  In  order  that  this  assistance  and  service 
may  be  intelligent  there  is  need  of  instruction  similar  in  kind  to 
that  of  the  physician,  though  differing  in  degree. 

WHAT  NURSES  SHOULD  BE  TAUGHT. 

Nurses  should  have  some  knowledge  of  the  body,  with  which 
they  are  concerned  in  the  general  nursing  of  all  diseases,  and 
of  the  mind,  to  which  they  minister  in  cases  of  nervous  and  mental 
diseases.  An  elementary  knowledge  of  anatomy,  physiology  and 
psychology  therefore  should  be  taught. 

The  nurse  also  should  know  something  of  personal  and  public 
hygiene,  the  germ  theory  of  disease  and  its  application  in  medicine 
and  surgery,  the  appearance,  methods  of  administration  and  the 
effects  of  the  more  common  drugs,  cooking  for  the  sick,  bandag- 
ing, massage,  hydrotherapeutics,  the  more  common  medical  and 
surgical  diseases,  including  contagious  diseases,  obstetrics,  gynae- 
cology, diseases  of  children,  nervous  diseases  and  insanity. 

In  order  that  the  assistance  and  service  of  the  nurse  may  be  not 
only  intelligent  but  acceptable,  instruction  should  be  given  in  the 
ethics  as  well  as  in  the  more  practical  matters  of  the  technic  of 
nursing. 

NURSES  SHOULD  BE  TAUGHT  GENERAL  AS  WELL  AS  SPECIAL  NURSING. 

The  question  has  been  raised  whether  nurses  in  a  hospital  for 
the  insane  should  be  taught  only  the  care  of  cases  of  mental 
diseases  or  whether  their  training  should  include  general  nursing 
as  well.  Your  Committee  has  no  doubt  that  they  should  be 
instructed  in  general  as  well  as  in  special  nursing,  just  as  the 
physician  who  is  a  specialist  should  have  a  general  medical  educa- 
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tion.  Moreover  the  nursing  of  cases  of  insanity  does  not  differ 
in  many  respects  from  the  nursing  of  other  diseases.  The  routine 
work  of  the  nurse  in  the  personal  care  of  the  patient — such  as 
bathing,  care  of  the  teeth,  hair  and  nails,  changing  clothing, 
massage,  hydrotherapy,  taking  and  recording  of  the  pulse,  blood- 
pressure,  and  temperature,  the  keeping  of  charts  and  daily  records, 
making  of  beds  and  care  of  the  sick  room,  cooking  for  the  sick, 
serving  food  nicely,  and  other  matters  of  personal  service,  does 
not  differ  much  whatever  the  case  may  be.  It  is  the  intelligent 
and  acceptable  doing  of  all  such  things  which  in  so  large  a  meas- 
ure constitutes  the  good  nurse  and  which,  perhaps,  can  be  even 
better  taught  in  hospitals  for  the  insane,  where  they  are  often 
done  under  great  difficulty,  than  in  those  for  general  diseases, 
where  the  patient  usually  co-operates,  or  at  least  does  not  resist ; 
while  habits  of  observation,  carefulness,  tactfulness  and  patience, 
and  a  kind  consideration  for  the  sick  can  be  much  better  taught 
there. 

PRACTICE  IN  GENERAL  NURSING  TO  BE  OBTAINED  OUTSIDE  THE 

HOSPITAL. 

Hospitals  for  the  insane  are  somewhat  deficient  in  opportunities 
for  practical  work  in  nursing  medical  and  surgical  cases,  although 
the  larger  the  hospital  the  greater  the  opportunity.  They  there- 
fore must  get  a  part  of  this  practice  for  their  nurses  outside  the 
hospital,  either  in  district  nursing  or  through  an  alliance  with  a 
general  hospital,  just  as  the  general  hospitals  themselves  are 
obliged  to  find  opportunities  outside  their  walls  for  their  pupils 
to  practice  in  some  special  departments  of  nursing. 

METHODS  OF  INSTRUCTION. 

Nurses  are  now  taught  by  means  of  lectures,  by  recitations 
from  text-books,  by  demonstrations  and  by  practical  work.  The 
lectures  and  recitations  are  no  doubt  useful  and  perhaps  necessary, 
but  so  far  as  is  possible  instruction  should  be  given  by  demon- 
stration with  explanation  and  comment,  and  by  practical  applica- 
tion by  the  nurse,  under  competent  supervision,  of  the  knowledge 
received.  It  is  quite  evident  that  the  details  of  housekeeping, 
cooking,  massage,  hydrotherapy,  bandaging,  urinalysis  and  the 
technic  of  nursing  in  general  must  be  so  taught,  and  that  a  practi- 
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cal  knowledge  of  drugs  is  best  obtained  in  the  dispensary.  It 
would  seem  to  be  equally  evident  that  any  knowledge  of  the  dif- 
ferent forms  of  disease,  which  it  is  proper  for  a  nurse  to  have, 
can  best  be  given  by  instruction  at  the  bedside  of  the  patient, 
which,  so  far  as  it  goes,  is  like  that  given  to  medical  students. 
In  order  to  be  able  to  observe  patients  intelligently  and  to  report 
on  their  condition  to  the  physician,  the  nurse  must  be  taught  how 
and  what  to  observe.  The  cHnical  men  who  are  studying  their 
cases  closely  often  receive  the  most  valuable  assistance  from 
intelligent  nurses. 

LECTURES. 

Lectures  to  nurses  should  be  given  in  such  form  that  the  knowl- 
edge can  be  applied,  or  its  application  seen,  in  their  work.  Thus, 
when  speaking  of  the  skeleton,  it  is  well  to  consider  briefly  the 
common  injuries  to  which  the  bones  are  liable ;  when  talking  of 
respiration,  diseases  of  the  respiratory  organs ;  etc. 

NOTE  TAKING. 

It  is  the  custom  in  most  schools  for  the  nurse  to  take  notes  of 
lectures  and  write  them  out  within  a  few  days  in  as  good  English 
as  may  be  for  inspection  and  correction.  Although  these  notes 
may  be  imperfect  the  nurse  is  much  more  likely  to  remember 
something  of  the  lecture  from  having  written  them,  and  it  is  also 
in  a  general  way  educational. 

ROTATION   OF  SERVICE. 

In  order  that  the  nurse  may  have  variety  of  experience,  and 
receive  instruction  in  the  nursing  care  of  all  forms  of  disease  and 
of  patients  under  all  conditions,  it  is  absolutely  essential  that  there 
should  be  rotation  of  service.  The  frequency  with  which  a  change 
from  one  ward  to  another  is  made  will  depend  on  the  conditions 
in  each  hospital,  but  usually  about  once  in  three  months. 

EXAMINATIONS. 

Examinations  both  in  written  and  in  practical  work  should  be 
held  at  the  middle  and  at  the  end  of  the  school  year. 
7 
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DIPLOMA. 

Diplomas  should  be  awarded  the  students  as  evidence  of  a 
satisfactory  completion  of  the  course  of  study. 

LENGTH  OF  THE  COURSE. 

In  order  to  teach  the  requirements  of  modern  nursing  it  would 
seem  to  your  Committee  that  three  years  is  not  too  long  a  time. 
A  minimum  of  two  years  is  a  necessity ;  three  years  is  advised, 
unless  there  are  opportunities  for  post-graduate  courses  of  which 
the  nurses  can  and  will  avail  themselves. 

It  is  recommended  that  formal  instruction  be  given  for  eight 
months  of  the  year,  from  October  i  to  June  i,  and  that  during 
each  week  of  this  time  each  pupil  shall  receive  at  least  three  hours 
of  instruction,  consisting  of  perhaps  one  lecture,  one  recitation  or 
quiz,  and  one  demonstration,  with  as  much  more  time  for  demon- 
strations as  can  be  given. 

PRELIMINARY  COURSE  OF  INSTRUCTION. 

If  a  three  years'  course  is  prescribed,  it  will  be  found  a  great 
advantage  to  give  a  preliminary  course  of  instruction  of  from 
one  to  four  months,  during  which  time  the  nurse  will  be  occupied 
almost  entirely  in  study  with  only  sufficient  work  in  the  wards  to 
put  in  practice  the  instruction  received.  This  preliminary  course 
should  be  devoted  to  the  study  of  anatomy,  physiology,  hygiene, 
bacteriology  massage  and  the  fundamentals  of  housekeeping  and 
general  nursing.  With  freedom  from  ward  work  and  the  anxieties 
of  the  personal  care  of  patients,  the  pupil  nurse  can  accomplish 
more  in  four  months  than  in  a  whole  year  under  the  usual 
conditions. 

SCHEDULE  OF  COURSE. 

Any  possible  arrangement  of  the  order  of  studies  is  open  to 
criticism.  There  is  a  tendency  to  put  most  topics  as  early  in  the 
course  as  possible,  in  order  that  the  nurse  may  have  the  benefit 
of  the  instruction  in  the  care  of  patients,  but  some  must  come 
last,  and  many  things  must  be  systematically  taught  long  after 
the  nurse  has  practiced  them.  This  cannot  be  avoided  unless  a 
full  theoretical  course  of  instruction  is  given  before  it  is  put  to 
any  practical  test. 
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A  schedule  is  here  presented  for  a  course  of  two  years  and  also 
one  for  a  course  of  three  years.  Since  it  is  practically  impossible 
to  make  an  arrangement  of  studies  which  would  be  entirely  satis- 
factory to  all  schools,  these  are  presented  merely  as  suggestions, 
the  order  being  subject  to  variation  according  to  individual 
necessities. 

ACKNOWLEDGMENTS. 

Your  Committee  is  indebted  for  suggestions  and  criticism  to 
the  following  Superintendents  of  Training  Schools  for  Nurses  in 
hospitals  for  the  insane :  Miss  Mary  E.  May,  Willard  State  Hos- 
pital ;  Miss  Marie  Ferrier,  Kings  Park  State  Hospital ;  Miss  Sara 
E.  Parsons,  Sheppard  &  Enoch  Pratt  Hospital ;  Miss  Linda  Rich- 
ards, State  Hospital  for  the  Insane,  Kalamazoo;  and  Miss  Lucia 
E.  Woodward,  McLean  Hospital. 

In  the  preparation  of  the  following  schedules  of  practical  work 
the  writer  has  not  hesitated  to  use,  and  even  literally  to  copy 
from,  the  Outline  of  Practical  Training  prepared  in  1906  for  the 
New  York  State  Hospital  Training  Schools  for  Nurses  by  Dr. 
William  L.  Russell,  a  member  of  your  Committee. 

Charles  P.  Bancroft. 

Charles  K.  Clarke. 

Arthur  W.  Hurd. 

William  L.  Russell. 

George  T.  Tuttle,  Chairman, 

list  of  subjects — TO  BE  TAUGHT  BY  TEXT-BOOKS,   LECTURES, 
DEMONSTRATIONS    AND    PRACTICE. 

Ethics  of  Nursing. 

Elementary  Anatomy  and  Physiology. 

Bacteriology. 

Hygiene — Personal  and  Public. 

Housekeeping. 

Food,  Dietetics  and  Cooking. 

The  more  common  Medical  and  Surgical  Diseases.     (Including 

Contagious  Diseases.) 
Technic  of  Aseptic  Surgery. 
Splints  and  Bandaging. 
Psychology. 
Nervous  Diseases  and  Insanity. 
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Obstetrics  and  Gynsecology  (Women). 

Genito-urinary  Diseases  (Men). 

Venereal  Diseases  and  their  effect  on  both  sexes. 

Materia  Medica. 

Physical     Therapeutics — Massage,     Elementary     Gymnastics, 

Hydrotherapy,  Application  of  Electricity. 
Urinalysis. 
Emergencies. 
Nursing — general  and  special. 

SCHEDULE   FOR   A   COURSE  OF  TWO  YEARS. 

First  Year: 

The  Ethics  of  Nursing. 

The  History  of  Hospitals ;  Insanity  and  the  Care  of  the  Insane. 
(One  or  two  general  lectures.) 

Anatomy  and  Physiology- — to  the  Nervous  System. 

Bacteriology. 

Urinalysis. 

Hygiene — Personal  and  Public. 

Housekeeping. 

Food,  Dietetics  and  Cooking. 

Physical  Therapeutics — Massage,  Elementary  gymnastics. 

Bedside  Instruction. 

Nursing — general  and  special. 
Second  Year: 

Anatomy  and  Physiology — Nervous  System  and  Special  Senses. 

Psychology,  Nervous  Diseases  and  Insanity.  | 

The  more  Common  Medical  and  Surgical  Diseases.     (Includ- 
ing Contagious  Diseases.) 

Technic  of  Aseptic  Surgery. 

Splints  and  Bandaging. 

Obstetrics  and  Gynaecology  (Women). 

Diseases  of  Children  (Women). 

Genito-Urinary  Diseases   (Men). 

Venereal  Diseases  and  their  effects  on  both  sexes. 

Physical  Therapeutics — Hydrotherapy,  Application  of  Electric- 
ity. 

Emergencies. 

Observation  of  Symptoms  with  Bedside  Instruction. 
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Nursing — general  and  special. 

Review. 

Each  hospital  prescribes  and  instructs  its  nurses  in  its  own  rules 
and  regulations.  Such  matters  therefore  are  omitted  in  these 
schedules. 

SCHEDULE   FOR   A   COURSE   OF   THREE  YEARS. 

First  Year: 

The  Ethics  of  Nursing. 

History  of  Hospitals,   Insanity  and  the   Care  of  the  Insane. 
(One  or  two  general  lectures.) 

Anatomy  and  Physiology — to  the  Nervous  System. 

Bacteriology. 

Hygiene — Personal  and  Public. 

Housekeeping. 

Food,  Dietetics  and  Cooking. 

Physical  Therapeutics — Massage,  Elementary  Gymnastics. 

Nursing — general  and  special. 
Second  Year : 

Anatomy  and  Physiology — Nervous  System  and  Special  Senses. 

The  More  Common  Medical  and  Surgical  Diseases.     (Includ- 
ing Contagious  Diseases.) 

Technic  of  Aseptic  Surgery. 

Splints  and  Bandaging. 

Materia  Medica. 

Physical  Therapeutics — Hydrotherapy,  Application  of  Electric- 
ity. 

Emergencies. 

Observation  of  Symptoms  with  Bedside  Instruction. 

Nursing — general  and  special. 
Third  Year: 

Psychology — Nervous  Diseases  and  Insanity. 

Obstetrics  and  Gynaecology  (Women). 

Diseases  of  Children  (Women). 

Genito-urinary  Diseases   (Men). 

Venereal  Diseases  and  their  effects  on  both  sexes. 

Urinalysis. 

Observation  of  Symptoms  with  Bedside  Instruction. 

Nursing — general  and  special. 

Review. 
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Practical  experience  in  a  general  hospital  or  in  district  nursing 
or  in  both  for  at  least  four  months  should  be  had  if  possible,  when- 
ever most  convenient  during  the  second  half  of  the  course. 

SCHEDULES   OF  PRACTICAL   WORK TO  BE  TAUGHT^   IF  POSSIBLE,   BY 

DEMONSTRATION, 

Housekeeping. 

Temperature  and  ventilation  of  wards  and  rooms. 

General  and  special  cleaning  of  wards  and  rooms. 

Care  of  wardrobes,  bureaus,  etc.  and  their  contents  in  patients' 
rooms. 

Care,  airing  and  cleaning  of  bedstead,  mattress,  blankets,  and 
bed-linen. 

Prevention  and  extermination  of  vermin — mice,  moths,  cock- 
roaches, bed-bugs  and  lice. 

Making  show  bed. 

Cleaning,  ventilating  and  general  care  of  toilet  rooms,  labora- 
tories and  baths. 

Care  of  cupboards  and  medicine  closets. 

Care  of  brooms,  brushes,  mops,  pails  and  other  ward  utensils. 

Care  of  dining-rooms,  serving-rooms,  refrigerators,  water-  cool- 
ers, closets,  sinks,  garbage  pails. 

Use  and  care  of  disinfectants  and  other  poisonous  ward  solu- 
tions. 

Care  of  rubber  goods — air  beds,  sheets,  hot  water  bags,  ice-caps, 
enema  tubes,  catheters,  rubber  rings,  etc. 

Care  of  basins,  sputum  cups,  spittoons,  bed  pans,  urinals,  and 
all  other  metal  and  porcelain  articles. 

Care  of  clothes  and  linen  rooms : 

(a)  Marking  hospital  and  patients'  clothing  and  ward  linen. 

(b)  Arranging  clothing  and  ward  linen. 

(c)  Mending  clothing  and  ward  linen. 

(d)  Sending  clothing  to  and  receiving  it  from  the  laundry. 

(e)  Requisitions  for  ward  suppHes. 

(f)  Taking  out  stains. 

Economical  use  of  supplies. 
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General  Nursing. 

Reception  of  patient;  undressing  patient  and  bath;  care  of 
clothing  and  valuables. 

Making  go-back  bed.     Open  bed  for  patient  at  night. 

Toilet  and  bath  of  patient  in  bed ;  washing  hair,  care  of  mouth, 
hands  and  feet. 

Changing  of  bedding  and  clothing  of  patient  in  bed. 

Sitting  patient  up  in  bed ;  getting  patient  out  of  bed. 

Care  of  the  back  and  other  parts  exposed  to  pressure. 

Use  of  bed-pan  and  urinal,  back  rests,  rings,  hot  water  bags,  etc. 

Preparation  of  patient  for  various  physical  examinations. 

Serving  food  to  patients  in  bed ;  feeding  helpless  patients. 

Giving  enemata — purgative,  nutrient  and  stimulating. 

Subcutaneous  injections  of  drugs  and  normal  salt  solutions. 

Use  and  care  of  catheter ;  washing  out  the  bladder. 

Giving  various  douches. 

Washing  out  the   stomach. 

Making  an  application  of  poultices,  fomentations,  stupes,  mus- 
tard pastes,  etc. 

Application  of  ointments,  liniments,  etc. 

AppHcation  of  dry  cups,  blisters  and  leeches.  Use  and  care 
of  thermo-cautery. 

Aspirating  needles  and  apparatus. 

Administration  of  oxygen,  ether  and  chloroform. 

Giving  hot  air  bath  to  patient  in  bed. 

Collection  and  preparation  of  specimens  of  excreta  for  the 
laboratory. 

Taking  and  recording  pulse,  blood-pressure,  temperature  and 
respiration. 

Observation  of  symptomis  with  bedside  instruction. 

Daily  record  of  patient. 

Special  care  of  the  dying. 

Evidences  of  death. 

Surgical  Nursing. 
Cleaning  and  disinfection  of  the  operating  room. 
Making  bandages,  tampons,  sponges,  etc. 
Sterilization  and  care  of  surgical  dressings. 
Making  ether  bed. 
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Preparations    for    surgical    operation — (Demonstration    when 
actual  cases  are  not  available). 

(a)  Patient — bowels,  bladder,  skin,  for  anaesthesia,  etc. 

(b)  Operating  room. 

(c)  Instruments  and  dressings. 

(d)  Solutions. 

(e)  Personal  preparations- — hands,  costume,  etc. 

(f)  Anaesthetist's  articles. 

(g)  Bed  and  clothing  of  the  patient. 

Assisting  at  surgical  operations. 
Assisting  at  surgical  dressings. 
Surgical  emergencies. 

Insanity. 

Proper  reception  of  patient  in  order  to  lessen  shock  of  admis- 
sion to  a  hospital  for  the  insane. 
Removal  and  searching  of  clothing. 
Bath,  examination  of  body  of  patient  for  bruises,  etc. 
Care  of  patient  previous  to  special  instructions. 
Attendance  on  physician  during  his  visit. 
Preparation  of  patient  for  physical  examination. 
Assisting  physician  during  examination. 
Administration  and  care  of  medicines. 
Use  and  care  of  disinfectants. 
Tactful,  gentle  and  patient  methods  of  persuasion. 
Proper  methods  of  physical  control. 
Persuasion  of  those  who  refuse  food. 
Feeding  resistive  and  unconscious  patients. 
Spoon  feeding. 

Tube  feeding: 

(a)  Preparation  of  food. 

(b)  Preparation  of  patient. 

(c)  Assisting  the  physician. 

Occupation — Industrial  training. 

Guarding  the  aged  against  fractures  and  other  injuries. 

Observation  of  mental  symptoms  with  bedside  instruction. 
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Duties  of  the  nurse  as  a  companion: 

(a)  Music,  games,  indoors  and  out. 

(b)  Reading  aloud. 

(c)  Walks  and  drives. 

(d)  Occupation. 

Emergencies,  and  how  to  meet  them. 
States  of  depression  of  spirits ;  delusional  conditions : 
Care  in  respect  to  toilet  and  clothing. 
Management  of  conditions  of  restlessness  and  agitation. 
Observation  and  management  of  delusions,  impulses,  obses- 
sions and  suicidal  tendencies. 
Care  of  patients  who  have  controlling  delusions. 
Precautions  against  accidents,  exposure,  over-exertion,  escape 
and  suicide. 

States  of  excitement : 

Care  of  rooms  with  reference  to  the  special  necessity  for 

ventilation,  heating  and  cleanliness. 
Special  care  of  beds  and  clothing. 
Dressing  and  undressing  excited  patients. 
Care  of  mischievous,  violent  and  destructive  patients. 
Observation  of  action  of  bowels  and  bladder. 
Care  of  patients  who  wet  and  soil  themselves. 
Management  of  emotional  outbreaks  and  impulsive  acts. 
Precautions  against  assaults. 
Special  preparation  of  food. 

Feeding  patients  who  require  much  special  attention. 
Bathing — care  of  hair,  teeth,  and  nails  under  great  difficulty. 
Giving  packs,  prolonged  baths  and  other  hydrotherapeutic 
procedures  to  patients  who  resist. 

States  of  dementia : 

Precautions  against  scalding  and  choking  by  special  prepara- 
tion of  food  as  to  temperature,  division,  bones,  etc. 

Cultivation  of  habits  of  neatness  at  the  table. 

Care  of  untidy  patients,  correcting  pernicious  habits,  man- 
agement of  incontinence. 

Regulation  of  bowels  by  habit,  food  and  exercise. 

Special  care  in  respect  to  toilet  and  clothing. 

How  and  what  to  observe  and  how  to  record  it. 
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Epilepsy, 

Household  arrangements  for  safe-guarding  epileptics,  beds,  etc. 

Nursing  during  a  convulsion;  guarding  against  injury,  ex- 
posure, choking,  biting,  etc. 

Nursing  after  convulsions. 

Nursing  of  status  epilepticus. 

Anticipation  of  convulsions ;  aurse,  mental  states. 

Precautions  against  injuries  and  outbreaks. 

Management  of  the  epileptic — mental  condition. 

Nursing  of  epileptic  excitement,  depression  and  automatic  states 
— preventive  measures. 

Precautions  in  the  occupations  and  diversions  of  epileptics. 

Precautions  in  bathing  epileptics. 

Dietary  of  epileptics.     Rectal  medication. 

Care  of  the  mouth,  teeth,  stomach,  and  bowels  in  epileptics. 

Night  care  of  epileptics.     Precaution  against  accidents. 

Night  Duty. 

Attention  to  quiet  moving  and  speaking. 

Modification  of  ventilation,  temperature  and  lighting  of  wards 
and  rooms. 

Guarding  against  exposure  and  draught. 

Systematic  observation  of  patients. 

Nursing  of  sleeplessness  and  restlessness. 

P.  r.  n.  remedies  for  sleeplessness,  restlessness,  headaches,  back- 
aches, etc. 

Precautions  against  accidents,  escapes,  suicides  and  assaults. 

Duty  of  the  nurse  in  case  of  fire  and  in  other  emergencies. 

Morning  report  on  each  patient. 

Obstetrics. 
Preparation  of  room. 
Making  lying-in  bed. 
Preparation  of  dressings,  antiseptics,  etc. 
Preparation  of  patient  for  confinement. 
Different  positions  of  patient  for  examination  or  delivery. 
Demonstration   with   the   manikin  when   actual  cases  are  not 

available. 
After  care  of  the  mother. 
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General  care  of  the  baby — washing,  dressing,  feeding,  etc. 
Complications  and  emergencies. 

GyncBCology. 

Preparation  of  the  table. 
Articles  and  instruments  for  examination. 
Preparation  of  patient  for  examination. 
Various  positions  of  patient  on  table. 
Assisting  physician. 

Contagious  Diseases. 
Selection  and  preparation  of  the  room. 
Isolation  of  the  patient. 
Care  of  the  room  with  reference  to : 

(a)  Ventilation  and  temperature. 

(b)  Special  methods  of  sweeping  and  dusting. 

(c)  Utilization  of  sunshine  as  a  disinfectant  for  bedding, 

furniture,  clothing,  rugs,  etc. 

Disinfection  and  preparation  of  clothing  for  the  laundry. 
Disinfection  and  disposal  of  sputa,  urine  and  stools. 
Disposal  of  food  left  by  the  patient. 

Variation  in  nursing  care,  and  precautions  to  be  taken  in  dif- 
ferent diseases. 
Measures  for  preparing  patient  to  leave  infected  room. 
Disinfection  of  room  after  use. 
Care  of  body  after  death. 

Precautions  to  be  taken    by  nurse  for  herself  and  for  others : 

(a)  General  care  of  her  health. 

(b)  Carefulness  in  regard  to  excretions  and  soiled  articles. 

(c)  Care  and  disinfection  of  her  hands. 

(d)  Methods  of  disinfection  of  herself  before  associating 

with  others. 

Emergencies. 
Methods  of  stopping  hemorrhage. 
Artificial  respiration. 
Transportation  of  the  sick  and  injured. 
Preparation  for  reception  of  cases  of  accident  or  sudden  illness. 
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First  aid  in  cases  of : 

Wounds,  fractures  and  dislocations. 

Bruises,  burns,  and  scalds,  frost  bites. 

Drowning,  hanging,  inhalation  of  gas,  choking,  or  asphyxia 

from  any  cause. 
Sunstroke,  poisoning  by  drugs. 
Convulsions,  apoplexy,  fainting. 
Unconsciousness  from  any  cause. 

Splints  and  Bandaging. 

Kinds  of  splints ;  preparation  for  application. 

Assisting  in  application. 

Making  and  rolling  bandages. 

Spiral,  figure  of  eight,  spiral  reverse  bandage. 

Arm  bandage,  elbow,  spica  of  shoulder,  single  and  double. 

Hand  bandages,  spica  of  thumb. 

Foot,  including  heel ;  leg,  including  knee. 

Stump  dressing  and  bandage. 

Recurrent  of  head.     Eye  bandages. 

Slings,    handkerchief    bandages ;    T,    four-tailed,    many-tailed, 

breast  bandages. 
Binders  of  various  kinds. 
Preparation  for  and  assisting  in  application  of  plaster  of  Paris 

dressings. 
Collodion  dressings. 

Dispensary. 

Review  of  tables  of  weights  and  measures. 

Review  of  abbreviations  and  signs  used  in  prescriptions.  | 

Practice  in  the  use  of  weights  and  measures. 

Making  percentage  solutions. 

Dispensing  definite  doses  from  solutions  of  known  strength. 

The  recognition,  doses,  and  effects  of  some  of  the  drugs  in 

common  use. 
Different  classes  of  drugs. 

Different  preparations  and  methods  of  administration. 
Poisons  and  their  antidotes. 
Assisting  in  putting  up  medicines  for  the  wards.  fl 
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Food,  Dietetics  and  Cooking. 


PRACTICE     LESSONS. 

Building  and   care 

of  fire. 

Cold  beverages. 


LECTURES. 

1.  Chemical  composition  of  body. 
Food  —  classification,    composition  and 

use  of  food  nutrients. 

Fuel  value  of  foods. 

Care  and  preservation  of  food. 

Fuels.     Construction  and  use  of  cook- 
ing appliances. 

Water  supply. 

2.  Selection  of  food  as  regards  age,  occu-     Hot  beverages. 

pation,  climate,  season  of  year,  cost 

and  economy,  digestibility. 
Dietaries  for  the  sick  with  list  of  foods 

included  in  each. 
The  service  of  food. 


3.  Milk  and  milk  products. 

Composition,  care,  food  value. 
Adulterations  and  impurities. 
Methods  of  altering  the  taste,  and  of 
improving  digestibility. 
Methods  of  preservation. 
Infant  foods. 

4.  Carbohydrates. 

Starch^ — dextrin ;  cellulose. 

Composition,  food  value,  digestibility, 

effect  of  heat  upon. 

Composition  and  value  of  cereals  and 

vegetables. 

Fruits  —  composition      and      dietetic 

value. 

Nuts  and  fungi. 

5.  Carbohydrates,  continued. 

Dextrinized  foods. 

Sugar  and  sugar  substitutes. 


Toasts. 
Fruits. 


Gruels. 

Porridge,  served 
with  and  without 
fruits. 


Simple  desserts 
with  starch,  as  blanc 
mange  with  moss, 
corn  starch,  oat 
flour. 


no 
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6.  Proteids.  Eggs. 

Eggs — composition,  digestibility  when  Simple      desserts 

cooked  in  different  ways.     Test  for  with  eggs, 

freshness.  Custards — baked 

Methods  of  preservation.  and  soft — of  differ- 

Oysters.  ent  flavors. 


7.  Proteids,  continued. 

Fish — composition,  digestibility  of 
fresh,  dried,  smoked  and  pickled  fish. 
How  to  select. 

Methods  of  cooking,  serving,  and 
garnishing  fish. 

Meats — composition  and  digestibility. 
How  to  select. 

Methods  of  slaughtering,  dressing 
and  canning. 

Methods  of  cooking,  serving  and  gar- 
nishing meats. 

8.  Soups — meat  and  vegetable. 

Fluid  meat  preparations. 

9.  Batter  Mixtures. 

Substance  used  to  lighten. 
Bread  and  cake  making. 
Sandwiches. 


Broiled,  baked  and 
boiled  meats  and 
fish. 


Meat  and  vegetable 
soups,   broths,   etc. 

Bread.     Cake. 
Sandwiches.    . 


10.  Fats — animal  and  vegetable. 

Composition.     Digestibility. 
Salads  and  their  use. 

11.  Gelatinoids. 

Gelatine;  source,  properties,  kinds. 
Directions  for  preparing  and  serving 
gelatine  dishes. 
Frozen   desserts. 
Sherbets. 
Ice  creams,  etc. 


Salad      dressings. 

Salads. 

Boned  birds. 

Gelatine  dishes. 
Ice  cream. 
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12.  Diabetic  foods.  Diabetic  foods. 

Brief  review  of  physiology  of  digestion.      Peptonized  milk. 
Peptonized  foods.  Gruel.     Jelly. 

Egg  nog. 

Oysters,  etc. 

Hydrotherapy. 
Assisting  in  hydrotherapy  room: 

(a)  Preparing  patient  for  bath. 

(b)  Duty  of  the  nurse  during  and  after  the  bath. 

(c)  Precautions  to  be  observed. 

(d)  Demonstration  of  effect  of  baths  on  pulse,  tempera- 

ture, respiration  and  blood-pressure. 

Technic  of  various  hydrotherapeutic  procedures : 

(a)  Sponge  bath. 

(b)  Ablutions. 

(c)  Affusions. 

(d)  Dripping  sheet. 

(e)  Local  baths — sitz,  foot,  etc. 

(r)  Compresses  of  throat,  chest  and  abdomen. 

(g)  Packs — dry,  wet,  hot,  cold,  local,  and  general. 

(h)  Continuous  baths. 

(i)  Brand  bath  (for  reduction  of  bodily  temperature). 

(j)  Alcohol  rub. 

(k)  Salt  rub. 

(1)  Hot  air  bath. 

(m)  Vapor  bath. 

Electricity. 
Static  breeze,  spark. 
High  frequency  current. 
Faradic  battery,  portable. 
Galvanic  battery,  portable. 

Elementary  Gymnastics. 

Simple  gymnastic  exercises  intended  to  secure  symmetrical  mus- 
cular development,  correct  posture  in  standing  and  walking,  and 
free  use  of  the  organs  of  respiration. 
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(a)  Introductory  exercises — correct  standing  position,  etc. 

(b)  Arch  flexions. 

(c)  Arm  extensions. 

(d)  Balance  exercises. 

(e)  Back  movements. 

(f)  Abdominal  movements. 

(g)  Lateral  trunk  movements. 

Breathing   exercises   are  to  be  combined  with  all  the  above 
movements. 

Laboratory, 
Urinalysis : 

Color,  odor,  etc. 

Specific  gravity. 

Reaction. 

Sediment. 

Test  for  albumin. 

Test  for  sugar. 

See  casts  of  the  urinary  tubules  and  various  bacteria  under  the 
microscope. 

Care  of  the  Dead. 

Preparation  of  body  for  the  undertaker. 

Preparation  of  body  for  autopsy. 

Preparation  for  autopsy  at  hospital  and  in  a  private  house. 

Assisting  at  autopsy. 

Care  of  body  and  room  after  autopsy. 
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AFTER-CARE  OF  THE  INSANE. 

By  WILLIAM  MABON,  M.  D., 

Superintendent  and  Medical  Director,  Manhattan  State  Hospital,  Ward's 

Island,  New  York  City. 

At  the  last  meeting  of  this  association,  the  following  resolution 
was  unanimously  adopted : 

Whereas,  The  State  Charities  Aid  Association  of  New  York  has  re- 
cently estabhshed  a  Committee  on  the  After-Care  of  the  Insane,  to  work 
in  cooperation  with  the  State  hospitals  for  the  insane  in  that  State,  and 
to  provide  temporary  assistance,  employment  and  friendly  aid  and  counsel 
for  needy  persons  discharged  from  such  hospitals  as  recovered,  and 

Whereas,  In  the  opinion  of  the  American  Medico-Psychological  Asso- 
ciation, it  is  very  desirable  that  there  should  be  carried  on  in  connection 
with  all  hospitals  for  the  insane  such  a  system  of  after-care,  therefore, 

Resolved,  That  the  American  Medico-Psychological  Association  ex- 
presses its  gratification  at  the  inauguration  of  this  movement  in  the  State 
of  New  York,  and  its  earnest  hope  that  similar  work  may  be  undertaken 
for  hospitals  for  the  insane  generally. 

In  offering  this  resolution,  attention  was  called  to  the  fact  that 
as  early  as  1893,  Dr.  Wise,  a  member  of  this  association,  pre- 
sented a  paper  on  this  subject,  and  in  the  following  year,  and 
again  in  1905,  Dr.  Dewey,  also  a  member  of  this  association,  dis- 
cussed the  subject  in  papers  read  before  the  National  Conference 
of  Charities.  Furthermore,  Dr.  Henry  R.  Stedman,  as  chairman 
of  a  committee  of  the  American  Neurological  Association  on  the 
After-Care  of  the  Insane,  appointed  in  1894,  submitted  and  pub- 
lished a  report  in  1897.  He  collected  much  information  of  value 
from  those  interested  in  the  care  and  treatment  of  the  insane, 
particularly  from  superintendents  of  State  hospitals,  which,  with 
the  discussion  of  Dr.  Dewey,  is  worthy  at  this  time  to  be  touched 
on  at  length. 

My  purpose  in  going  into  the  discussion  on  the  after-care  of 
the  insane  is  due  to  the  fact  that,  although  we  have  had  at  various 
meetings  of  this  association  since  1893  numerous  references  made 
to  the  need  of  the  indigent  insane  who  are  discharged  as  recov- 
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ered  from  institutions  no  steps  were  taken  in  this  country  to 
inaugurate  any  systematic  plan  of  after-care,  such  as  has  existed 
in  certain  European  countries  for  over  fifty  years,  until  Miss 
Louisa  Lee  Schuyler,  who  has  done  so  much  for  the  insane, 
initiated  this  new  branch  of  philanthropic  work  through  the 
agency  of  the  State  Charities  Aid  Association  of  New  York. 

From    the    report   of    Dr.    Stedman's    committee,    I    quote    as 
follows : 

The  work  of  the  committee  was  begun  by  issuing  a  circular  letter  to 
certain  prominent  alienists  and  neurologists  in  the  States  of  Massachu- 
setts, New  York,  and  Pennsylvania.  This  number  was  afterwards  in- 
creased in  order  to  ascertain  the  sentiment  of  the  authorities  on  the  sub- 
ject in  other  parts  of  the  country.     The  letter  ran  as  follows : 

At  a  meeting  of  the  American  Neurological  Association  held  at  the 
last  Congress  of  American  Physicians  and  Surgeons  in  Washington  in 
1894,  a  Committee  on  the  After-Care  of  the  Insane,  consisting  of  Drs. 
H.  R.  Stedman,  Boston;  Charles  L.  Dana,  New  York;  and  F.  X.  Dercum, 
Philadelphia,  was  appointed.  Its  purpose  was  to  investigate  and  report  to 
the  association  upon  some  feasible  plan  for  the  aid  and  supervision  during 
the  first  month  after  their  return  from  asylums  to  public  life  of  discharged 
pauper  insane  patients  who  are  recovered  or  improved. 

Asylum  physicians  often  hesitate,  you  are  aware,  to  set  at  liberty  cer- 
tain patients  whose  condition  seems  to  have  so  far  improved  as  to  make 
it  useless  to  keep  them  longer  under  treatment,  for  fear  that  thus  thrown 
suddenly  upon  their  own  resources,  without  oversight,  or  perhaps  means 
of  support,  they  will  fall  back  into  the  old  habits  of  life  which  gave  rise 
to  their  insanity.  This  applies  also  to  patients  who  have  recovered.  These 
unfortunates  are  also  distrusted  and'  prevented  from  obtaining  employ- 
ment simply  because  they  have  been  inmates  of  an  asylum. 

These  considerations  led  in  France  to  the  founding  by  Dr.  Falret,  in 
1841,  of  an  association  for  providing  protection,  assistance  and  homes  for 
this  class.  It  was,  however,  restricted  to  the  Department  of  the  Seine. 
Its  efficient  operation  has  led  to  the  recent  establishment  throughout  that 
country,  under  the  auspices  of  the  French  government,  of  societies  de 
patronage  (aid  societies)  for  such  discharged  patients.  Similar  societies 
are  in  operation  in  England  and  Switzerland. 

The  office  of  the  after-care  society  is  to  find  for  such  discharged  pa- 
tients, according  to  their  individual  needs,  suitable  homes  and  places  of 
employment ;  to  provide  gifts  of  money,  clothing  or  tools ;  to  redeem  ar- 
ticles on  pawn;  to  advance  payments  for  rent,  etc.,  and  finally  to  have 
them  under  supervision  for  the  first  month  or  two  after  their  discharge. 

We  are  of  the  opinion  that  the  same  need  exists  in  this  country,  and 
that  the  work  within  our  institutions  for  the  insane  should  be  supple- 
mented by  the  same  measures  of  outdoor  relief,  on  their  discharge,  that 
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have  proved  advantageous  elsewhere.  As  this  is  an  undertaking  that  has 
for  its  object  the  diminution  of  insanity  by  attempting  if  possible  to  pre- 
vent a  relapse,  it  seems  to  be  called  for,  both  in  the  interests  of  humanity, 
and  public  economy. 

The  committee  would  value  your  opinion  on  the  subject  and  respectfully 
asks  replies  to  the  following  questions : 

1.  What  are  your  views  as  to  the  practical  utility  of  such  an  under- 
taking, generally  speaking? 

2.  In  your  opinion,  should  such  an  association  be  entirely  a  private 
charity,  or  would  the  cooperation  of  the  State  in  this  work  be  practicable? 

3.  Do  you  think  it  probable  that  benefit  to  a  sufficient  number  of  pa- 
tients would  result  from  the  establishment  of  convalescent  homes  as  de- 
partments of,  and  at  a  distance  from,  our  State  hospitals  for  the  insane? 

This  inquiry  is  suggested  by  the  proved  usefulness  of  convalescent 
homes  as  adjuncts  to  general  hospitals,  and  summer  cottages  in  connec- 
tion with  private  institutions  for  the  insane. 

4.  Will  you  kindly  give  a  rough  estimate  of  the  probable  number  of 
patients  who  have  been  discharged  during  the  past  year  from  the  hos- 
pital under  your  charge,  whom  you  would  consider  deserving,  or  likely  to 
be  benefited  by  such  a  charity,  mentioning  any  special  instances  that  may 
occur  to  you? 

The  result  of  this  inquiry  was  as  follows : 

There  were  fifty  replies  received,  being  scarcely  half  a  dozen 
less  than  the  number  of  letters  sent.  Thirty  of  these  were  from 
superintendents  of  hospitals  for  the  insane,  and  for  the  most  part, 
they  were  comprehensive,  and  as  might  be  expected  from  the 
practical  experience  of  the  writers,  threw  much  light  on  the  ques- 
tion. Thirteen  were  from  neurologists,  but  in  view  of  the  appar- 
ently unanimous  sentiment  at  the  meeting  in  favor  of  the  general 
adoption  of  after-care  provision  for  the  insane,  it  did  not  seem 
necessary  to  extend  the  inquiry  further  in  this  direction. 

Of  the  entire  number  of  correspondents,  six  were  either  doubt- 
ful of  the  desirability  and  practicability  of  after-care  societies  for 
the  dependent  insane,  or  were  decidedly  opposed  to  such  a  step. 
The  reasons  given  by  them  were  that  the  number  of  cases  likely 
to  be  benefited  by  such  aid  was  too  small  to  make  it  advisable ; 
that  while  such  a  step  might  be  desirable,  it  was  inexpedient ;  that 
while  excellent  in  theory,  it  would  probably  be  found  impossible 
in  practice. 

The  majority  expressed,  and  in  many  cases  in  the  strongest 
terms,  their  decided  belief  in  the  great  advantages  likely  to  result 
from  properly  organized  and  conducted  societies  of  this  kind. 
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Regarding  the  auspices  under  which  such  associations  should 
be  conducted,  it  was  the  general  opinion  that  they  should  by  all 
means  be  begun  under  private  philanthrophy,  and  so  continued 
until  their  utility  was  demonstrated. 

Regarding  the  advisability  of  establishing  State  homes  for 
convalescent  patients,  as  part  of  the  general  policy  of  the  State 
toward  the  insane,  there  was  more  diversity  of  opinion,  but  at  the 
same  time,  there  was  some  degree  of  interest  and  careful  consid- 
eration of  the  subject.  Scarcely  a  member  of  the  Neurological 
Association  wrote  in  opposition,  and  of  the  twenty-nine  hospital 
superintendents  and  other  alienists,  nineteen  favored  it  as  an  ac- 
cessory provision,  five  were  doubtful  and  five  were  opposed.  Of 
four  members  of  lunacy  and  charity  boards,  one  was  in  doubt, 
and  the  others  thought  it  would  be  an  unnecessary  and  useless 
experiment. 

To  show  the  careful  consideration  given  to  this  subject  by  the 
committee,  I  again  beg  to  quote  from  their  report: 

As  a  result,  therefore,  of  their  inquiries  on  the  after-care  of  the  insane, 
your  committee  reports  the  following  conclusions : 

.  I.  It  is  the  general  and  well-nigh  unanimous  sentiment  of  those  who 
are  conversant  with  the  needs  of  the  insane  in  this  country  that  measures 
should  speedily  be  inaugurated  for  the  temporary  relief  of  discharged 
recovered,  convalescent  and  improved  insane  patients  of  the  dependent 
class,  by  organized  outside  societies. 

2.  As  a  preliminary  step,  inquiry  should  be  made  of  all  such  patients 
before  they  leave  the  hospital,  regarding  the  mode  of  life,  surroundings 
and  occupations  to  which  they  are  returning,  and  proper  advice  given  by 
the  medical  officer  of  the  hospital.  This  is  a  precautionary  measure,  as 
we  believe,  often  neglected  in  large  institutions  for  the  insane. 

3.  The  legal  provision,  whereby  an  allowance  of  money  is  made  in  some 
States  to  each  patient  on  his  discharge,  should  be  adopted  by  all. 

4.  Outside  assistance  can  best  be  provided,  we  believe,  through  the  me- 
dium of  an  after-care  association,  which,  until  its  utility  can  be  proven, 
should  be  entirely  a  private  undertaking,  and  should  be  organized  like 
most  existing  charitable  associations  depending  upon  voluntary  sub- 
scriptions. Obviously,  a  large  city  offers  the  best  field  for  starting  and 
developing  such  a  system. 

5.  The  special  methods  of  after-care  relief  by  such  an  association  should 
be  those  employed  by  similar  organizations  in  other  countries ;  or  a  selec- 
tion of  the  best  methods  of  each.  Such  relief,  at  first  at  least,  should  be 
extended  only  to  the  class  mentioned,  and  be  understood  as  temporary, 
covering  only  the  first  month  or  two  of  the  patient's  discharge.  The 
work  may  best  be  done  by  associates  or  agents  appointed  for  the  move- 


WILLIAM    MABON.  II9 

ment,  who  shall  find  suitable  homes  and  situations  for  all  proper  cases. 
There  should  also  be  a  systematic  supervision  of  the  homes  by  agents 
for  the  time  specified,  or  until  the  patient  seems  to  be  in  good  condition 
for  taking  up  life  and  work  again.  This  applies  also  to  patients  returning 
to  bad  surroundings  in  their  own  homes.  Reports  should  be  made  and 
records  kept  of  each  case. 

6.  Regarding  convalescent  homes,  there  is  abundant  evidence  of  the 
most  authoritative  kind  of  the  advantages  to  follow  from  their  establish- 
ment, but,  in  our  opinion,  the  first  reform  in  the  order  of  precedence 
should  be  the  general  recognition  of  the  necessity  of  the  hospital  treat- 
ment of  insanity  in  its  early  stage,  and  the  actual  adoption  of  special  pro- 
vision for  the  acute  insane,  as  an  indispensable  step  in  the  hospital  treat- 
ment of  public  insane  patients. 

The  valuable  paper  read  by  Dr.  Dewey  before  the  National 
Conference  of  Charities  in  1905  is  worthy  of  notice.  Dr.  Dewey 
said: 

It  is  a  subject  whose  vital  importance  has  not  been  appreciated  in  this 
country,  and  yet  a  moment's  consideration  would  show  that  of  the  large 
number  of  recovered  who  go  out  into  the  world  from  our  insane  hospitals, 
there  must  be  a  great  proportion  for  whom  the  renewal  of  the  struggle 
for  existence  is  peculiarly  difficult,  and  for  whom  temporary  assistance 
would  make  all  the  difference  between  a  more  or  less  speedy  relapse  and 
prolonged  and  permanent  good  health. 

The  objects  which  suitable  assistance  and  after-care  would  secure  are: 

1.  The  permanent  restoration,  of  many  cases  that  relapse,  to  self-support 
instead  of  public  support  for  many  years,  or  a  lifetime. 

2.  A  return  to  useful  activity  of  many  who  remain  permanently  in  the 
hospital  who  would  care  for  themselves,  if  they  could  get  a  start. 

It  is  evident  that  convalescence  from  insanity,  as  much  as  from  any 
severe  disease,  is  difficult  and  needs  to  be  promoted.  If,  therefore,  the 
value  of  convalescent  homes  is  recognized  in  connection  with  our  general 
hospitals,  it  certainly  should  be  for  our  insane  hospitals,  and  for  the 
increasing  numbers  who  under  modern  enlightened  methods  of  treatment, 
recover  from  mental  maladies.  Not  only  is  there  a  critical  period  of 
weakness  for  such  patients  when  discharged,  but  there  is  also  an  added 
difficulty  in  the  fear  and  prejudice  of  the  public  in  general,  which  (how- 
ever needless  and  ignorant)  nevertheless,  has  to  be  reckoned  with.  In 
this  latter  respect,  the  patients  suffer  as  much,  though  innocently,  as  one 
who  has  been  an  inmate  of  a  penal  institution,  and  if  aid  societies  for 
ex-convicts  are  commendable,  still  more  so  would  be  any  aid  extended 
to  one  who  has  regained  health  in  an  asylum. 

After  referring  to  the  work  as  undertaken  in  European 
countries,  he  continues : 

Considering  now  this  work  with  reference  to  our  own  country,  it  would 
appear  that  as  yet  scarce  a  beginning  has  been  made,  and  that  the  first 
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duty  is  to  bring  it  before  the  community  and  to  make  clear  to  every  one 
the  great  value  of  the  work  for  the  recovered  and  convalescent  insane. 
Work  on  this  line  of  great  use  and  importance  is  being  done  in  an  un- 
systematic way  constantly.  Every  superintendent  of  every  hospital  for  the 
insane  has  to  constitute  himself  a  "  committee  of  one "  to  bring  suitable 
conditions  for  the  return  of  his  patients  to  the  world.  Even  patients  who 
have  means  and  homes  and  friends  can  only  return  after  a  great  deal  of 
work  has  been  done  in  providing  conditions,  as  so  much  depends  upon 
environment  and  employment  in  preventing  a  relapse,  and  often  the  friends 
and  families  show  a  disposition  to  keep  the  patients  permanently  in  the 
asylum  rather  than  to  lend  him  a  helping  hand.  This  is  all  the  more 
true  of  public  authorities,  who  have  sometimes  to  be  strongly  reasoned 
with  to  be  convinced  that  the  patient  is  able  to  leave  the  hospital,  and 
under  suitable  conditions  will  be  permanently,  or  for  a  long  time,  a  self- 
supporting  citizen. 

Dr.  Victor  Parant  of  Toulouse,  France,  in  a  letter  to  the 
American  Journal  of  Insanity  for  July,  1894,  refers  to  the 
great  work  already  accomplished  for  the  indigent  recovered  insane 
patients  in  France.     Dr.  Parant  said: 

Stated  precisely,  this  question  is  that  "  of  the  protection  to  be  afforded 
to  the  indigent  insane  discharged  as  recovered  from  the  asylums."  In  fact, 
assistance  is  not  the  only  object,  and  these  societies  should  not  limit  them- 
selves to  merely  saving  these  persons  from  want.  That  is  the  least  im- 
portant part  of  their  mission.  Their  object  is  rather  to  protect  the  dis- 
charged patients  from  the  manifold  causes  which  may  lead  to  their  re- 
lapse ;  from  the  moment  they  are  brought  in  contact  with  the  outside  world, 
it  is  needful  to  guard  them  from  the  troubles  that  will  assail  them. 

The  causes  of  the  relapse  of  the  individual  recovered  from  insanity,  are 
indeed  numerous.  They  may  be  divided  into  those  pertaining  to  the  dis- 
order, and  those  due  to  his  social  surroundings. 

In  a  large  number  of  cases,  a  patient  had  before  his  attack  a  trade  by 
which  he  made  his  living;  a  position  perhaps,  a  few  effects,  some  savings 
and  resources;  modest,  it  is  true,  but  enough  to  enable  him  to  live  at 
home,  to  possess  a  certain  independence,  and  be  able  to  meet  the  needs 
of  his  wife  and  children.  The  disease  seizes  him;  his  wife  and  children 
are  scattered  to  seek  support;  his  resources  are  exhausted,  his  business 
is  gone,  and  we  know  how  difficult  it  often  is  for  a  healthy  man  to  re- 
establish a  business.  The  difficulty  is  greater  for  the  ex-lunatic,  against 
whom  arises  obstacles  of  every  kind,  due  to  deeply  rooted  prejudice. 
They  are  distrusted,  their  recovery  is  discredited,  and  the  lack  of  confi- 
dence is  in  some  cases  only  masked  by  the  fear  they  inspire. 

Up  to  within  recent  years,  only  three  departments  outside  of  Paris 
have  taken  the  initiative  in  forming  societies  of  patronage.  But  to  tell 
the  truth,  these  societies  are  not  so  indispensable  in  the  agricultural  dis- 
tricts as  in  the  large  cities. 
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In  his  letter  Dr.  Parant  states: 

That  the  Minister  of  the  Interior  in  1889  recommended  that  the  Superior 
Council  of  Public  Assistance  adopt  plans  for  the  creation  of  temporary 
asylums  and  the  organization  of  aid  societies.  He  further  recommended 
that  the  individuals  to  be  admitted  into  these  institutions  should 
have  their  freedom  during  certain  hours  of  the  day,  thus  gradually  per- 
mitting them  to  adopt  habits  of  freedom.  The  Superior  Council  of  Public 
Assistance,  for  financial  reasons,  dismissed,  for  the  time,  the  idea  of  tem- 
porary asylums,  but  favored  the  multiplication  of  the  aid  societies,  one 
for  each  department,  and  connected  with  each  other  by  some  common 
bond. 

One  of  the  questions  that  offered  itself  and  should  be  answered  defi- 
nitely, according  to  the  locality,  is  that  whether  the  society  ought  to  be 
independent  or  not,  in  connection  with  the  asylum  with  which  it  works. 
The  two  plans  have  their  advantages  and  their  inconveniences,  and  are 
not  altogether  equally  impracticable.  According  to  the  first,  a  society  is 
altogether  independent  of  the  management  of  the  asylum;  takes  its  habi- 
tation near  it  and  creates  a  sort  of  intermediate  hospitalization  between 
the  confinement  of  the  hospital  and  the  return  to  freedom;  it  devotes  it- 
self chiefly  in  finding  situations  for  the  convalescents,  and  after  a  manner, 
as  they  need  it,  direct  protection. 

In  the  other  system,  the  society  is  intimately  connected  with  the  admin- 
istration of  the  asylum,  which  continues  after  a  patient  is  outside  and  at 
a  distance.  It  is  the  relief  at  the  home  that  predominates  in  this  system, 
as  the  convalescents  return  to  their  residences,  the  society  exercises  its 
control,  and  gives  its  assistance  through  the  medium  of  trustworthy 
agents.  The  two  systems  correspond  to  different  needs,  and  we  call  the 
one  the  system  of  large  towns,  and  the  other  that  of  the  rural  districts. 

The  general  interest  felt  in  after-care  for  the  insane  has  ex- 
tended to  Japan,  and  in  the  report  of  the  Psychiatric  Clinic  of 
Tokio  University,  it  is  stated  that  the  wives  of  the  alienists  in  the 
city  and  physicians  in  the  community  organized  in  1902  the  Tokio 
Ladies'  Aid  Society  for  the  Insane. 

This  organization  is  entirely  independent  of  any  other  chari- 
table body.  It  seeks  to  take  care  of  insane  patients  and  their 
families,  and  to  attract  public  attention  to  the  subject.  From  a 
translation  which  Dr.  Matsubara  has  kindly  made  for  me,  I  learn 
that  it  is  doing  the  following  work: 

I.  For  the  purpose  of  helping  and  entertaining  the  patients, 
the  society  furnishes  the  State  and  private  insane  hospitals  with 
materials  for  special  occupations  which  are  not  provided  in  most 
hospitals   for  the   insane.      (Artificial  flower  making  and  other 
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fine  work.)     It  sells  the  articles  thus  made  and  pays  the  patients 
for  them. 

If  individuals  outside  the  institution  want  suits  or  other  articles 
made,  they  send  the  materials  to  the  patients  through  the  society 
and  pay  for  it.  The  money  thus  earned  is  saved  by  the  superin- 
tendent of  the  hospital  and  returned  to  the  patients  when  they 
are  discharged.  The  patients  also  are  permitted  to  spend  a  cer- 
tain proportion  of  it  during  their  stay  in  the  hospital  for 
newspapers,  magazines  and  delicacies. 

2.  They  arrange  for  parties  of  twenty  patients  each,  to  be  ac- 
companied by  a  physician  and  nurses,  to  visit  the  green-houses, 
zoological  gardens,  parks  and  music  halls,  the  institutions  pro- 
viding the  refreshments  and  the  other  expenses  being  met  by  the 
society. 

3.  It  provides  entertainments  at  the  institution  at  its  own 
expense,  in  addition  to  those  furnished  by  the  hospital. 

4.  Music  and  games  are  contributed. 

5.  It  pays  part  of  the  expenses  of  needy  patients  in  private 
institutions  for  the  insane. 

6.  The  agents  of  the  society  visit  and  give  advice  to  the  pa- 
tients, and  secure  when  needed,  positions  for  those  discharged 
as  recovered  or  improved  from  the  hospital. 

7.  Their  agents  visit  and  give  financial  aid  to  the  families  of 
patients  who  are  in  need. 

8.  They  recommend  to  the  out-patient  department  of  the  insti- 
tution those  who  are  in  need  of  medical  treatment  for  the  early 
symptoms  of  insanity. 

9.  They  arrange  for  public  lectures  to  which  prominent  speak- 
ers are  invited  for  the  purpose  of  enlightening  the  community  in 
matters  of  mental  hygiene. 

10.  The  society  publishes  a  monthly  magazine  which  is 
distributed   among   the   public. 

11.  They  also  publish  and  sell  souvenir  postal  cards. 

12.  They  place  large  contribution  boxes  at  the  principal  railroad 
stations. 

The  income  of  the  society  is  as  follows : 

I.  From  dues  of  members,  which  are  placed  at  one  to  two 
dollars. 
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2.  From  contributions  from  members  in  addition  to  their 
regular  dues. 

3.  Contributions  from  the  pubHc. 

4.  From  a  garden  party  given  in  the  spring  and  a  concert  given 
in  the  autumn,  they  clear  from  one  to  two  thousand  dollars  each. 

That  the  State  Charities  Aid  Association  of  New  York  has  a 
sub-committee  on  the  After-Care  of  the  Insane,  of  whose  work 
I  am  able  to  give  some  account,  is  due  entirely  to  the  interest 
taken  in  that  line  of  philanthropic  work  by  Miss  Louisa  Lee 
Schuyler.  While  the  needs  of  this  work  were  being  discussed  at 
National  Conferences  of  Charities,  and  at  the  meetings  of  the 
Neurological  and  American  Medico-Psychological  Associations, 
Miss  Schuyler  was  quietly  investigating  the  successful  continu- 
ance of  the  work  in  England,  and  getting  ready  to  interest  the 
public  of  New  York  State  as  soon  as  she  believed  the  matter  was 
ripe. 

At  a  conference  of  the  State  Hospital  Superintendents  with  the 
State  Commission  in  Lunacy  on  November  i8,  1905,  Miss 
Schuyler  reported  the  investigation  she  had  made  and  suggested 
a  plan  for  practical  after-care  work  in  the  State  of  New  York. 
She  said : 

For  many  years  I  have  been  interested  in  the  subject  of  after-care  for 
the  insane.  While  in  England,  last  summer,  I  visited  the  London  office  of 
the  Society  for  After-Care  of  Poor  Persons  Discharged  Recovered  from 
Insane  Asylums — a  society  established  twenty-five  years  ago,  which  does 
most  excellent  work.  Its  methods,  in  brief,  are  as  follows :  The  secretary 
of  the  society  visits  the  asylums  and  works  in  close  cooperation  with  the 
medical  superintendents,  and  is  notified  by  them  when  there  are  patients 
to  be  discharged  cured,  who  are  poor,  and  who  have  no  homes  nor  friends 
to  go  to.  For  such  cases,  boarding  places  (in  the  country  for  the  women 
and  in  the  city  for  the  men)  have  been  arranged  for.  These  are  small 
"  cottage  homes "  or,  as  we  would  call  them,  boarding  houses  where  a 
man  and  his  wife  are  willing  to  board  these  after-care  cases.  There  are 
now  about  twelve  of  these  cottage  homes  in  different  parts  of  England. 
The  board  of  both  men  and  women  is  paid  for  by  the  society,  for,  from  one 
to  six  weeks  usually  until  employment  is  found  for  them.  The  society 
keeps  in  communication  with  them  often  for  years,  until  they  are 
absorbed  into  the  community  as  self-supporting,  self-respecting  men  and 
women.  Conditions  in  England  differ  from  those  we  have  here,  but  the 
need  of  a  helping  hand  to  be  extended  to  poor  and  friendless  convales- 
cents and  those  discharged  cured,  upon  leaving  our  State  hospitals,  is 
just  as  much  needed  here  as  there,  and  this  is  what  we  ought  to  do.    We 
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need  no  new  society  because  we  have  the  machinery  ready  at  hand;  nor 
do  we  need  to  establish  a  new  institution,  or  to  own  buildings,  or  incur 
large  expense. 

I  have  thought  that,  with  the  concurrence  of  the  medical  superintend- 
ents, of  two  or  three  members  of  the  re-estabhshed  boards  of  managers 
of  our  State  hospitals,  and  of  some  of  the  local  visitors  of  the  State  Chari- 
ties Aid  Association — those  living  in  the  respective  State  hospital  districts — 
that,  with  this  combination,  a  working  joint  committee  to  provide  after- 
care might  be  formed  for  each  State  hospital.  The  experiment  might  be 
tried  first  on  a  small  scale  with  one  State  hospital  to  see  how  it  would 
work. 

Being  deeply  impressed  with  the  suggestions  made  by  Miss 
Schuyler,  it  was  decided  that  the  subject  be  presented  in  the  form 
of  a  paper  at  a  later  conference,  and,  therefore,  at  the  next  con- 
ference of  the  State  Commission  in  Lunacy  with  the  managers 
and  superintendents  of  the  State  hospitals,  held  in  Albany,  January 
30,  1906,  Dr.  Adolf  Meyer,  Director  of  the  Pathological  Institute 
of  the  New  York  State  hospitals,  read  a  paper  on  "  The  Problem 
of  After-Care  and  Organization  of  Societies  for  the  Prophylaxis 
of  Mental  Disorders."     Among  other  things.  Dr.  Meyer  said : 

For  a  successful  movement,  it  is  necessary  that  there  should  be  a  har- 
monious cooperation  between  all  the  elements  concerned,  and  that  every- 
thing should  be  done  to  help  the  hospital  physicians  who  are  most  inti- 
mately confronted  with  the  great  problem. 

In  large  institutions  a  great  deal  has  been  done  to  give  a  more  and 
more  concrete  form  to  the  interests  of  the  physicians  in  the  families  and 
environments  of  the  patients.  The  demand  of  a  thorough  study  of  each 
case  has  led  quite  naturally  to  an  attempt  to  visit  the  home  of  the  patient, 
or  have  it  visited  by  some  one,  and  the  results  have  been  decidedly  inter- 
esting. Contrary  to  what  was  expected,  the  non-professional  visitor,  who 
kindly  cooperated  with  us,  is  received  with  uniform  cordiality  and  confi- 
dence. The  people  appear  just  as  they  are,  free  from  the  constraint  of  the 
hospital ;  the  environment  can  be  sized  up  more  adequately,  and  the  fam- 
ily's desire  to  be  politic,  which  so  often  vitiates  the  account  to  the  hospital 
physician,  is  reduced  considerably.  A  link  is  established  of  as  much  bene- 
fit to  the  patient  as  to  the  friends,  especially  where  the  visitor  is  able  to 
set  the  patient  too,  and  to  bring  reports,  relieve  doubts,  fears  and  sus- 
picions, and  to  clear  up  misunderstandings. 

It  is  quite  natural  that  in  mental  disorders,  and  in  the  period  of  conva- 
lescence and  of  danger  of  relapse,  we  should  regulate  the  mental  diet,  the 
environment,  in  addition  to  what  we  may  be  able  to  do  for  the  organism. 
In  all  chronic  diseases,  the  physician  realizes  that  to  be  successful  with  the 
patient,  one  must  have  a  chance  to  obtain  the  cooperation  of  the  family; 
to  get  the  patient  away  altogether  is  of  course  a  convenient  thing  in  order 
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to  give  a  good  start,  but  what  about  the  return  to  the  conditions  that  have 
led  to  the  failure  before?  The  importance  of  this  point  is  plain  enough 
where  we  deal  with  alcoholism  as  the  chief  cause,  as  is  the  case  in  at  least 
20  per  cent  of  our  patients ;  there  we  deal  with  a  social  evil  which  we  all 
find  extremely  difficult  to  handle,  whether  we  have  to  deal  with  it  from 
the  point  of  view  of  criminal  issues  or  police  regulations,  or  the  health 
and  prospects  of  entire  families  or  actual  alcoholic  insanity.  The  hospital 
can  enforce  abstinence  during  the  patient's  residence ;  what  will  become 
of  the  patient  on  discharge  is  generally  left  to  chance.  Hospitals  for  the 
insane  ought  to  be  in  some  way  in  close  contact  with  all  organizations 
that  militate  against  alcoholism,  so  that  patients  might  be  referred  to  them 
since  we  know  that  company  is  the  most  important  factor  in  keeping 
newly  formed  habits  from  yielding  again  to  old  tendencies.  The  same 
holds  for  many  habits,  especially  the  inability  of  many  individuals  to  get 
adequate  forms  of  recreation  and  enjoyment,  which  might  replace  ab- 
normal cravings  or  pre-occupations.  For  this  we  should  have  contact 
with  clubs  and  with  movements  by  no  means  exclusively  looking  out  for 
persons  who  have  been  insane,  nor  even  bodies  that  try  especially  to  pre- 
vent insanity,  but  movements  which  bring  together  a  wholesome  environ- 
ment for  any  individual  in  need  of  it.  Many  patients  can  be  recommended 
to  churches.  In  large  cities  we  might  appeal  to  settlements ;  in  towns  we 
might  obtain  means  to  open  schoolhouses  to  public  utility,  to  add  to  them 
a  gymnasium,  or  perhaps  a  bowling  alley.  Even  patients  in  tolerably  satis- 
factory home  surroundings  profit  from  a  few  casual  visits  by  one  who  has 
gained  their  respect  and  gratitude  during  the  illness ;  a  timely  advice  and 
the  mere  feeling  of  responsibility  carried  by  the  realization  that  somebody 
takes  an  interest  has  proven  to  have  a  decided  influence  in  pulling  former 
patients  out  of  discontent,  and  the  healthy  members  of  the  family  out  of 
a  harmful  attitude  of  suspicion  of  relapse  and  lack  of  confidence  in  the 
patient. 

The  following  resolutions  were  adopted  by  unanimous  vote  of 
the  conference: 

"Resolved,  That  in  the  opinion  of  this  Conference,  it  is  desirable  that 
there  shall  be  established  in  this  State,  through  private  philanthropy,  a 
system  for  providing  temporary  assistance  and  friendly  aid  and  counsel 
for  needy  persons  discharged,  recovered,  from  State  hospitals  for  the 
insane,  otherwise  known  as  *  After-Care  for  the  Insane.' 

"Resolved,  That  the  State  Charities  Aid  Association  be  requested,  by 
this  Conference,  to  organize  a  system  of  after-care  for  the  insane  in  this 
State,  and  to  put  it  into  practical  operation. 

"  Resolved,  That  the  representatives  of  the  State  Commission  in  Lunacy 
and  the  managers  and  superintendents  of  the  State  hospitals  for  the  insane, 
here  present,  hereby  pledge  to  the  State  Charities  Aid  Association  their 
earnest  and  hearty  cooperation  in  the  establishment  and  maintenance  of 
a  system  of  after-care  for  the  insane  in  this  State." 
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Immediately  after  this  conference  the  committee  on  the  insane 
of  the  State  Charities  Aid  Association  appointed  a  sub-com.mittee 
on  the  after-care  of  the  insane  to  carry  into  effect  the  above  resolu- 
tions ;  and  on  the  9th  of  February,  1906,  at  a  meeting  of  the  Board 
of  Managers  of  the  State  Charities  Aid  Association  the  first  report 
of  the  sub-committee  was  presented  and  approved.  The  report 
outlines  the  plan  of  organization  as  follows : 

We  propose  that  after-care  committees  for  each  State  hospital  shall 
be  appointed  by  the  State  Charities  Aid  Association,  which  shall  work  under 
the  immediate  control  and  direction  of  the  ''  sub-committee  on  after-care  of 
the  insane  "  of  our  standing  committee  on  the  insane.  These  hospital  district 
committees  shall  consist  of  the  present  visitors  of  the  association  to  the  State 
hospitals,  or  such  of  them  as  may  be  willing  to  serve,  with  others  added 
as  the  need  may  arise,  all  residents  of  their  respective  hospital  districts; 
and  with  them  as  ex-officio  members  of  the  committee,  two  or  more  man- 
agers to  be  appointed  by  each  hospital  board,  and  the  superintendent  of 
the  hospital. 

The  chairman  and  secretaries  of  the  committee  are  to  be  mem- 
bers of  the  State  Charities  Aid  Association.  The  committees  are 
to  receive  the  names  of  their  respective  hospitals,  viz.,  Manhattan 
After-Care  Committee  of  the  State  Charities  Aid  Association ; 
Willard  After-Care  Committee,  etc. 

In  regard  to  expenses.  Fortunately,  there  is  a  humane  provision  on  the 
statute  books  of  our  State,  which  makes  it  mandatory  for  superintendents 
of  hospitals  to  supply  to  each  patient  leaving  the  hospital,  who  may  re- 
quire it,  clothing  suitable  to  the  season,  and  money,  not  to  exceed  twenty- 
five  dollars,  for  travelling  and  other  necessary  expenses  until  he  can  reach 
his  home  or  find  employment. 

That  section  of  the  Insanity  Law  reads  as  follows: 

"  Sec.  75.  Clothing  and  money  to  he  furnished  discharged  patients. — No 
patient  shall  be  discharged  from  a  State  hospital  without  suitable  clothing 
adapted  to  the  season  in  which  he  is  discharged;  and,  if  it  cannot  be 
otherwise  obtained,  the  steward  shall,  upon  the  order  of  the  superintendent, 
furnish  the  same,  and  money  not  exceeding  twenty-five  dollars,  to  defray 
his  necessary  expenses  until  he  can  reach  his  relatives  or  friends,  or  find 
employment  to  earn  a  subsistence." 

It  is  expected  that  money  advanced  by  the  committee  for  the  temporary 
assistance  of  needy  discharged  patients,  as  defined  by  the  statute,  will  be 
repaid  by  the  hospitals  upon  the  presentation  of  proper  vouchers.  For 
our  part,  we  have  offered  to  pay  the  entire  administrative  expenses;  more 
especially  for  the  employment  of  an  agent,  whose  duties,  under  our  direction, 
will  be  to  help  local  committees  requiring  assistance  in  different  parts  of 
the  State.  This  means  a  salary,  traveUing  and  other  after-care  expenses. 
For  these  purposes,  and  for  the  assistance,  if  needed,  of  patients  beyond  the 
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twenty-five  dollars  allowed  by  the  State,  we  must  depend  upon  voluntary 
contributions. 

On  April  15,  1906,  the  "  Manhattan  After-Care  Committee  of 
the  State  Charities  Aid  Association  "  was  appointed,  this  being  the 
first  hospital  district  after-care  committee  to  be  organized  in  this 
country.  Shortly  afterwards  an  agent  trained  and  experienced  in 
work  among  the  poor  in  their  homes,  Miss  E.  H.  Horton,  was 
engaged  as  after-care  agent  of  the  association,  and  was  imme- 
diately assigned  to  the  duty  of  assisting  the  Manhattan  After- 
Care  Committee. 

After-care  committees  were  subsequently  appointed  as  follows : 
For  the  Willard  State  Hospital,  April  10,  1906 ;  for  the  Hudson 
River  State  Hospital,  May  22,  1906 ;  for  the  Binghamton  State 
Hospital,  November  8,  1906 ;  for  the  Central  Islip  State  Hospital, 
February  5,  1907.  These  committees  have  done  very  valuable 
work  for  the  patients  discharged,  recovered,  from  their  respective 
State  hospitals  and  have  presented  interesting  reports  to  the  sub- 
committee. 

A  few  of  the  individual  cases  assisted  by  the  after-care  com- 
mittees are  given  to  illustrate  the  aims^  methods  and  results  of 
the  work: 

A.  B. — A  middle-aged  woman,  discharged  from  the  hospital  May  14, 
1906.  She  was  too  weak  to  work,  and  the  after-care  agent  arranged  to 
send  her  to  the  country  to  board  on  a  farm.  While  there  she  gained 
steadily  and  upon  her  return,  a  situation  was  found  for  her. 

C.  D. — While  in  the  hospital  her  husband  died,  and  her  only  child,  a 
girl  of  twelve  years,  had  to  be  cared  for  by  strangers.  The  mother  wor- 
ried about  the  chiW,  and  the  ward  physician  asked  the  agent  to  see  the 
child  and  report.  She  found  her  well  and  happy,  and  the  man  and  wife, 
with  whom  the  child  was,  were  much  attached  to  the  little  girl.  The  agent 
found  a  place  with  this  family,  at  low  wages,  for  the  mother  upon  her  dis- 
charge from  the  hospital.  She  has  visited  her  several  times,  and  finds 
her  very  happily  settled  with  her  child. 

E.  F. — Discharged'  September  8,  1906.  Agent  visited  her  relatives  sev- 
eral times,  but  found  them  unable  to  assist  her  in  any  way.  She  finally 
found  a  place  for  her  as  ward  helper  in  Bellevue  Hospital,  purchasing  for 
her  the  necessary  clothing.  When  calling  to  see  her  two  weeks  later, 
learned  from  the  nurse  that  her  work  was  satisfactory,  and  that  she  was 
doing  well. 

G.  H. — A  married  man,  about  40  years  old,  who  had  broken  down  from 
overwork  as  bookkeeper  in  a  large  firm.  After  a  few  months  at  the  hos- 
pital, he  completely  recovered,  and  a  position  was  found  for  him  in  a  bank, 
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where  he  had  formerly  worked,  and  where  he  was  given  employment  of 
a  less  responsible  and  exacting  nature,  but  at  a  very  good  salary. 

The  plan  of  cooperation  between  the  Committee  on  After-Care 
of  the  State  Charities  Aid  Association  and  the  Manhattan  State 
Hospital  is  as  follows : 

I  The  hospital  is  to  notify  the  agent  of  the  committee  of  cases 
likely  to  be  discharged,  preferably  from  a  week  to  a  month  before 
the  patient  is  allowed  to  leave  the  hospital,  and  to  furnish  the 
committee  at  that  time  with  a  summary  of  such  facts  in  connec- 
tion with  the  history  of  each  patient  recommended  for  supervision 
as  will  be  of  assistance  in  the  investigation  of  the  case.  This 
information  is  to  include  the  name,  age,  nativity,  creed,  occupation 
and  civil  condition,  date  of  admission,  previous  admissions,  form 
of  insanity,  character,  the  habits  and  tendencies,  previous  history, 
and  circumstances  of  the  patient,  so  far  as  known ;  also  the  names 
and  addresses  of  the  relatives  and  friends ;  the  character  and  con- 
dition of  the  home,  and  the  number  in  the  family,  so  far  as  known. 

2.  The  hospital  is  to  notify  the  committee  of  the  parole  or  final 
discharge  of  every  patient  within  forty-eight  hours  of  such  dis- 
charge, and  to  furnish  at  that  time  such  particulars  regarding  the 
case  as  were  not  previously  furnished. 

3.  The  hospital  is  to  notify  the  committee  of  information  re- 
ceived of  the  possibility  of  a  former  patient  relapsing,  with  a 
request  for  such  assistance  or  advice  as  may  be  helpful  in  prevent- 
ing a  relapse  on  the  part  of  such  former  patients  when  they  are 
on  parole  or  have  been  discharged. 

4.  The  After-Care  Committee  on  its  part  undertakes  to  visit 
through  its  members,  or  its  agent,  the  homes  and  friends  of 
patients  about  to  be  discharged  and  to  report  immediately  to  the 
hospital  such  facts  and  recommendations  as  may  be  helpful  to 
the  hospital  when  making  a  discharge  as  to  when  and  to  whom 
the  patient  should  be  discharged. 

5.  The  committee  undertakes  to  visit  in  their  homes  all 
paroled  patients,  who  in  the  opinion  of  the  hospital,  may  need 
supervision,  and  to  report  to  the  hospital  before  the  expiration  of 
their  parole  such  facts  as  may  be  of  service  to  the  hospital.  The 
committee  also  places  at  the  disposal  of  the  hospital  its  services 
to  investigate  the  circumstances  of  former  patients,  who  have 
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been  discharged  recovered,  but  who  may  be  considered  by  the 
hospital  authorities  to  be  in  danger  of  a  relapse,  and  to  require 
assistance  and  advice  to  maintain  their  physical  and  mental 
health. 

Aside  from  the  relations  existing  between  the  institution  and 
the  committee,  other  assistance  can  be  rendered  by  the  physicians 
of  the  hospital  to  patients  paroled,  or  discharged,  who  may  need 
medical  advice,  and  to  meet  this  need  there  was  prepared  by  me, 
as  the  medical  superintendent  of  the  Manhattan  State  Hospital, 
the  following  circular  addressed  to  the  friends  of  patients : 

The  superintendent  begs  leave  to  offer  the  following  advice  for 
the  benefit  of  the  patient  who  is  leaving  the  hospital,  zvith  the 
view  of  preventing,  if  possible,  a  return  of  the  mental  attack: 

Those  conditions  and  surroundings  which  operated  in  bringing 
about  the  first  attack  should  be  avoided,  and,  as  far  as  possible, 
remedied.  Where  the  surroundings  were  objectionable  a  change 
should  be  made  in  residence.  Bad  associates  should  by  all  means 
be  avoided.  In  order  to  effectually  change  the  surroundings  and 
associates,  it  is  frequently  necessary  to  move  to  another  section 
of  the  city,  or  even  leave  town  and  take  up  life  in  another 
community. 

Oftentimes  it  is  embarrassing  to  the  patient  to  have  the  subject 
of  the  former  residence  in  the  hospital  discussed.  See  that  the 
patient  avoids  all  forms  of  dissipation; .  endeavor  to  keep  the  pa- 
tient occupied  and  establish  regular  hours  for  meals  and  for 
retiring.  During  the  summer  m^onths,  where  it  is  possible,  it  is 
well  for  the  patient  to  go  to  the  country  for  a  short  time  at  least. 
The  home  life  should  be  made  as  pleasant  as  possible,  and  friends 
should  endeavor  to  encourage  and  help  in  every  way. 

Inasmuch  as  it  is  the  practice  of  this  institution  to  parole  for  a 
period  of  thirty  days  before  discharging  a  patient,  it  should  be 
considered  a  duty  on  the  part  of  relatives  to  encourage  the  patient 
to  return  to  the  hospital  once  a  week  during  the  parole  period  to 
consult  with  his  former  ward  physician  in  reference  to  the 
progress  of  his  convalescence,  and  to  seek  from  him  advice  cls  to 
the  best  mode  of  living.  The  patient,  at  the  same  time,  should 
have  instilled  into  his  mind  that  the  idea  of  these  regular  visits 
to  his  physician  is  not  for  the  purpose  of  his  possible  return  to  the 
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institution,  but  rather  to  prevent  a  recurrence  of  his  disease,  a/nd 
hence  the  necessity  for  a  recommitment. 

Whenever  a  paroled  patient  declines  to  return  to  the  institution, 
it  is  well  to  keep  him  under  careful  observation,  and  in  case  of 
any  illness,  or  a  suspicious  symptom  of  his  former  malady,  the 
family  physician  should  be  immediately  consulted,  and  then  if 
advice  is  desired,  a  letter  addressed  to  the  superintendent  will 
receive  a  prompt  answer. 

The  State  Charities  Aid  Association  reports  that  the  expenses 
of  the  work  thus  far  average  about  one  hundred  dollars  per  month 
only,  this  being  due  to  the  fact  that  the  association  is  able  to 
avail  itself  of  the  many  existing  charities  in  New  York  City,  and 
their  willingness  to  cooperate  with  the  after-care  agency. 

In  conversation  with  Miss  Mary  Vida  Clark,  secretary  of  the 
sub-committee  on  after-care,  I  learned  that  from  the  point  of  view 
of  the  State  Charities  Aid  Association,  the  experiment  was  work- 
ing well.  The  committee  had  but  little  experience  in  the  line  of 
preventive  work,  but  it  believed  that  here  also  much  might  be  done. 
One  case  was  referred  to  which  had  been  called  to  the  attention  of 
the  committee  last  summer  by  one  of  the  ward  physicians.  By 
sending  this  patient  to  the  country,  it  was  thought  that  a  break- 
down had  probably  been  prevented. 

It  is  the  opinion  of  the  committee  that,  in  undertaking  after- 
care work  in  other  States,  representative,  public-spirited  citizens 
should  be  appealed  to,  who  already  have  experience  in  charitable 
work.  In  a  city,  work  of  this  kind  could  probably  be  best  under- 
taken by  a  committee  of  some  existing  charitable  organization. 
In  smaller  cities,  a  combination  might  be  formed  with  some  of  the 
existing  voluntary  relief  societies  and  thus  ensure  more  efficient 
work  than  by  accepting  volunteer  service  from  individuals. 

I  recently  asked  several  of  my  assistants  for  their  conclusions 
as  to  the  usefulness  and  shortcomings  of  the  After-Care  Com- 
mittee, and  Dr.  Evarts,  the  first  assistant  physician,  reported  that 
the  agent  had  usually  visited  the  hospital  once  a  week  to  see  and 
become  acquainted  with  patients  about  to  be  discharged.  She  was 
uniformly  well  received  by  the  patients,  even  after  their  parole  or 
discharge  from  the  hospital,  also  by  their  friends.  Through  the 
work  of  this  committee,  the  hospital  physicians  have  in  several 
instances  visited  patients  in  their  homes  and  given  counsel  as  to 
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the  best  course  to  be  pursued.  A  number  of  patients  for  whom 
positions  have  been,  found  belong  to  the  alcohoHc  class,  who 
usually  make  fair  recoveries.  As  a  class,  however,  they  are 
not  fully  appreciative  of  the  work  of  the  committee,  and  some 
of  them  soon  returned  to  their  old  habits.  In  several  instances, 
the  committee  has  found  a  boarding  place  for  patients  who  were 
perhaps  not  quite  equal  to  engaging  in  independent  work,  and 
have  maintained  them  in  the  country  for  several  weeks  at  a  time. 
In  one  instance,  Dr.  Evarts  distinctly  recalls  a  former  patient  who 
was  provided  with  a  sewing  machine,  so  that  she  might  be  able 
to  support  herself.  The  committee  advanced  the  money  for  this 
machine,  allowing  the  woman  to  make  small  payments  at  inter- 
vals to  reimburse  the  committee,  so  that  the  burden  of  paying 
the  debt  was  light. 

Our  experience  is  that  the  work  of  the  After-Care  Committee 
has  been  helpful  to  a  large  number  of  patients  and  also  to  the 
hospital.  Were  it  not  for  their  work,  many  patients  would  nec- 
essarily have  been  discharged  to  the  care  of  the  Department  of 
Public  Charities,  as  was  formerly  done.  The  circumstances  of 
their  going  out  into  the  world  are  far  better  under  the  present 
arrangement  than  they  were  at  any  time  previous  when  the  De- 
partment of  Public  Charities  took  charge  of  them.  Under  the 
previous  conditions,  they  were  either  sent  to  the  almshouse,  or 
allowed  to  go  directly  on  to  the  streets  of  the  city  to  seek  friends 
or  work  without  assistance  from  any  one,  except  such  as  might 
have  been  provided  by  the  hospital.  At  the  present  time  they 
are  assisted  and  protected  when  they  leave  the  hospital.  During 
the  past  year,  since  the  practical  work  of  the  After-Care  Com- 
mittee began,  a  number  of  patients  have  been  substantially  assisted 
by  the  committee.     These  cases  were  classified  as  follows : 

Imbecility  with  maniacal  attack,  manic  depressive  insanity, 
alcoholic  psychosis,  dementia  prsecox,  acute  depressive  hallucino- 
sis, depressions  not  sufficiently  differentiated,  manic  depressive 
insanity  with  constitutional  inferiority,  paranoic  condition  and 
drug  psychosis. 

Of  these  cases,  i8  left  the  hospital  recovered  and  5  improved. 
Of  this  number,  one  case  of  imbeciHty  with  maniacal  attack,  has 
been  re-admitted  during  the  year. 
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An  analysis  of  the  views  expressed  in  the  report  of  Dr.  Sted- 
man,  in  the  papers  of  Dr.  Dewey  and  Dr.  Meyer,  in  the  letter  of 
Dr.  Parant,  and  in  the  remarks  of  Miss  Schuyler,  shows  clearly 
the  necessity  for  establishing  after-care  committees. 

The  opinions  of  all  who  have  contributed  to  the  literature  of 
the  subject  indicate  very  clearly  that  the  greater  field  for  after- 
care work  is  in  cities  and  large  towns,  and  less  in  rural  districts. 

Some  very  useful  methods  have  been  outlined  in  this  discussion, 
but  a  suggestion  made  by  a  member  of  the  staff  of  the  Manhattan 
State  Hospital  seems  particularly  applicable  to  cases  in  large 
cities.  It  is  that  members  of  the  staff  of  the  State  hospital  for 
the  insane  should  be  connected  with  several  of  the  large  dis- 
pensaries, so  that  they  could  easily  keep  in  touch  with  such  former 
patients  who  had  been  discharged  recovered,  and  with  a  great 
many  other  cases  in  which  there  was  a  prospect  or  necessity  for 
special  treatment. 

The  establishment  of  the  After-Care  Association  in  New  York 
City  has  tended  to  increase  the  confidence  in  the  administration 
of  the  metropolitan  State  hospitals.  Relatives  of  patients,  as  a 
rule,  welcome  visits  from  outside  parties  familiar  with  the  work, 
and  yet  not  part  of  the  hospital  organization.  They  feel  in  that 
way  that  they  get  an  unbiased  report  on  the  standard  of  care 
maintained  in  the  hospital.  By  means  of  this  association  the 
ward  physician  oftentimes  gains  the  confidence  of  a  patient  who 
has  been  paroled  or  discharged,  and  he  is  then  in  a  position  to 
point  out  the  dangers  of  illness,  privation  and  overwork,  and 
to  enlighten  him  as  to  premonitory  symptoms  which,  unless  re- 
lieved, might  lead  to  a  relapse.  The  patient  having  these  symp- 
toms should  be  encouraged  to  come  and  see  his  ward  physician, 
talk  over  the  case  with  him,  take  his  advice,  and  such  medical 
treatment  as  in  the  physician's  opinion  was  called  for. 

During  the  past  year,  the  members  of  the  After-Care  Committee 
of  the  Manhattan  State  Hospital  have  had  under  observation  258 
patients ;  they  have  made  821  visits ;  assisted  substantially  26 
patients  ;  and  have  had  19  under  prolonged  observation. 

The  physicians  in  the  State  hospitals  who  have  cooperated  with 
the  State  Charities  Aid  Association  in  the  work  of  the  after-care  of 
the  insane  see  in  this  new  branch  of  philanthropy  a  promise  of  vab 
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uable  results  in  the  prophylaxis  of  the  disease  which  afflicts  more 
than  27,000  persons  in  New  York  State  alone. 

If  this  movement  affords  such  a  prospect  of  relief  in  one  State, 
why  should  it  not  be  undertaken  in  all  States  ?  The  organizations 
may  differ,  but  the  work  to  be  accomplished  is  the  same.  The 
fact  that  it  has  been  continued  so  long  and  successfully  in  France, 
Switzerland,  England,  and  other  countries  of  Europe,  and  that  it 
has  been  adopted  by  the  Japanese,  should  be  an  incentive  to  our 
taking  it  up  with  vigor,  and  pushing  the  work  to  its  utmost. 


AFTER-CARE  OF  THE  INSANE. 
By  ROBERT  M.  ELLIOTT,  M.D., 

Superintendent  Willard  State  Hospital,  New  York. 

Mr.  President,  Ladies,  and  Gentlemen:  The  Willard  After- 
care Committee  was  organized  in  May  of  last  year.  It  is  com- 
posed of  eleven  members,  three  of  whom  are  also  members  of  the 
hospital  board  of  managers  and  the  superintendent  is  a  member 
ex  officio.  The  hospital  district  embraces  nine  counties  in  the 
west  central  part  of  New  York.  Auburn,  a  city  of  thirty-two 
thousand,  is  the  largest  city,  and  Geneva,  Ithaca,  Corning,  and 
Hornell  come  next,  with  from  twelve  to  fourteen  thousand  each. 
The  total  population  of  the  nine  counties  is  something  like  385,600, 
and  the  annual  admissions  to  Willard  average  about  220.  The 
residences  of  the  members  of  the  committee  are  so  situated 
as  to  cover  the  district  with  the  least  inconvenience  to  themselves, 
and  in  or  near  the  larger  centers.  When  a  patient  is  paroled 
or  discharged  who  is  considered  in  need  of  special  after  attention 
on  the  part  of  the  committee,  a  description  of  the  case  and  such 
other  information  as  may  be  of  value  is  submitted  to  the  secre- 
tary, who  in  turn  notifies  the  member  residing  nearest  the  patient's 
home.  The  committee  meets  at  the  hospital  semi-annually. 
During  the  year  it  has  been  in  existence,  twenty  cases — fifteen 
women  and  five  men — were  referred  to  the  secretary;  the  total 
number  discharged  from  the  hospital  during  the  same  period 
being  134.  Three  of  the  cases — two  women  and  one  man — had 
no  home  or  friends  and  situations  were  provided  for  them ;  these 
are  doing  well  at  the  present  time.  The  others  had  relatives  and 
homes,  but  the  circumstances  and  surroundings  were  such  that 
we  believed  advice  and  moral  support  on  the  part  of  a  member 
of  the  committee  would  prove  beneficial ;  two  of  these,  however — 
one  an  alcoholic  and  the  other  a  manic  case — were  returned  to 
the  hospital  within  the  year.  It  is  our  practice  at  the  hospital  to 
have  all  patients  whose  discharge  is  contemplated  presented  at 
a  staff  meeting   (of  the  resident  medical  officers),  where  they 
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are  questioned  about  their  family  relations,  circumstances,  and 
plans  for  the  future  in  the  event  of  their  leaving  the  hospital. 
Advantage  is  taken  of  the  legal  provision  whereby  an  allowance 
of  money  not  to  exceed  twenty-five  dollars  may  be  made  in  such 
cases  as  require  it.  This  is  in  brief  an  account  of  the  progress 
made  with  respect  to  after-care  at  Willard.  It  is  noteworthy 
that  the  two  localities  to  be  first  provided  with  an  after-care  sys- 
tem in  this  country  represent  the  two  extremes  of  environment, 
the  one  (the  Borough  of  Manhattan,  New  York  City),  pre- 
eminently metropolitan,  with  a  population  of  over  2,350,000,  the 
other  essentially  rural  and  scattered,  with  a  population  of  approxi- 
mately 386,000.  There  is  no  paid  official  connected  with  the 
system  at  Willard  as  is  the  case  in  New  York  City,  and  so  far, 
I  believe,  it  has  not  been  necessary  to  seek  financial  assistance 
from  the  State  Charities  Aid  Association,  under  whose  auspices 
the  committee  was  created.  In  a  district  like  Willard,  where  there 
is  comparatively  little  to  do  in  the  way  of  merely  handing  out 
money  to  needy  and  friendless  patients  and  obtaining  employment 
for  them,  the  committee  can  work  on  broader  lines  than  is  pos- 
sible in  a  great  city,  and  some  of  the  members  are  anxious  for  a 
larger  number  of  cases,  believing  that  sympathy  and  a  friendly 
hand  may,  in  themselves,  do  good.  Medical  officers  have  never 
been  able  to  keep  track  of  discharged  patients.  In  my  experience 
the  most  that  has  been  done  is  to  ask  relatives  to  report  on  the 
patient's  condition  at  the  end  of  the  parole  period  which,  in  our 
State,  is  thirty  days.  For  years  in  our  annual  reports  we  have 
called  attention  to  the  importance  of  moral  treatment  in  insanity, 
which  embraces  employment,  recreation  and  cheerful  company 
and  surroundings ;  we  also  give  a  list  of  alleged  moral  causes 
which  include  adverse  conditions  such  as  family  bereavement, 
business  troubles,  mental  strain  and  overwork,  religious  excite- 
ment, and  love  affairs.  In  recent  years  there  has  been  a  tendency 
in  some  quarters  to  question  the  role  played  by  purely  mental  or 
moral  influences,  and  attach  more  importance  to  bodily  or  physical 
conditions,  but  I  believe  that  insanity  is  frequently  precipitated 
by  mental  causes.  Admitting  this,  and  the  necessity  of  moral 
treatment  during  an  attack,  their  importance  with  regard  to  after- 
care will  be  apparent. 
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The  question  of  what  the  scope  of  such  work  should  be  is  one 
on  which  opinions  differ.  In  England  and  France  the  function 
of  after-care  societies  is  to  find  for  discharged  patients  in  needy 
circumstances  suitable  homes  and  employment;  to  provide  gifts 
of  money,  clothing  or  tools ;  to  redeem  articles  in  pawn ;  to 
advance  payment  for  rent,  etc.,  according  to  their  individual 
needs  and  to  keep  them  under  supervision  for  a  month  or  two 
after  their  discharge.  Comparisons  with  regard  to  poverty  and 
social  conditions  have  been  made  between  European  countries 
and  America,  and  it  has  been  held  by  some  that  there  is  not 
the  need  for  such  work  on  this  side  of  the  Atlantic.  We  have 
undoubtedly  less  pauperism  and  there  is  not  the  host  of  unem- 
ployed here  which  is  to  be  found  across  the  water,  but  there  is 
nevertheless  considerable  poverty,  and  to  be  convinced  of  this 
one  need  only  glance  at  the  transactions  of  the  various  philan- 
thropic and  charitable  organizations  apart  from  our  purely  public 
charities.  The  insanity  law  of  New  York  State  provides  that 
the  father,  mother,  husband,  wife,  and  children  of  an  insane 
person  if  of  sufficient  ability,  shall  assume  the  costs  of  support 
of  inmates  of  State  hospitals,  in  whole  or  in  part.  The  regular 
reimbursing  rate  is  $3.50  per  week,  but  in  not  more  than  8  per 
cent  of  the  26,000  insane  in  the  thirteen  State  institutions  is 
anything  being  contributed  toward  their  maintenance.  There  is 
an  agent  in  each  district  whose  business  it  is  to  investigate  the 
family  circumstances,  so  that  compliance  with  the  law  may  be 
enforced.  At  the  Manhattan  State  Hospital,  Ward's  Island, 
which  takes  patients  from  New  York  City  exclusively,  the  pro- 
portion of  reimbursing  cases  is  less  than  half  of  i  per  cent,  which 
indicates  a  greater  prevalence  of  poverty  among  the  insane  than 
anywhere  else  in  the  State.  An  interesting  fact  in  connection 
with  this  is  that  69  per  cent  of  the  insane  committed  from  New 
York  City  are  of  foreign  birth,  the  proportion  for  the  entire 
State  being  about  48  per  cent.  According  to  the  records  of  the 
Immigration  Department,  34  per  cent  of  all  immigrants  who 
arrived  at  the  port  of  New  York  last  year  settled  in  New  York 
State,  and  the  vast  majority  of  these  remained  in  New  York 
City.  This  has  an  important  bearing  on  the  subject  under  dis- 
cussion.    In  a  large  number  of  cases  it  is  the  bread-winner  who 
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is  committed,  who,  before  the  attack  began,  was  able  to  maintain 
in  a  modest  way  his  wife  and  children,  but  poverty  follows  in 
the  wake  of  the  calamity,  the  home  is  frequently  broken  up,  and 
should  the  patient  be  fortunate  enough  to  recover  he  is  obliged  to 
re-establish  himself  in  the  community  under  the  most  adverse 
circumstances.  Stress,  about  which  so  much  has  been  said  in 
recent  years  as  a  factor  in  the  production  of  mental  diseases, 
is  often  intensified.  There  is  also  public  prejudice  to  contend 
with,  although  I  do  not  believe  that  this  exists  to  the  extent  in 
America  that  it  does  in  England  and  other  European  countries. 
Mrs.  Milo  M.  Acker,  a  member  of  the  Willard  Board  of  Managers 
and  the  After-care  Committee,  has  been  deeply  interested  in  this 
subject  and  last  year  took  occasion  to  obtain  the  sentiment  of 
nine  representative  housekeepers  and  three  business  men  who 
owned  mills  and  employed  a  large  number  of  women  and  girls. 
Four  of  the  nine  housekeepers  said  they  would  be  willing  to 
take  into  their  homes  as  domestics,  persons  discharged  from 
hospitals  who  were  said  to  be  cured  by  the  physicians ;  two  said 
they  would  employ  such  persons  after  a  lapse  of  six  months ; 
two  said  they  would  not  have  them  under  any  circumstances 
and  one  was  non-committal.  Of  the  three  mill  owners  one  said 
that  he  would  not  employ  anyone  who  had  been  insane  under 
any  condition  nor  after  any  lapse  of  time ;  two  were  broad-minded 
enough  to  say  that  they  would  take  directly  into  their  employ 
from  the  State  hospitals  any  women  whom  the  physicians  guar- 
anteed as  cured,  and  while  they  did  not  think  it  would  be  wise 
for  their  companion  workers  to  know  that  they  had  been  insane, 
they  could  promise  them,  if  they  needed  it,  their  sympathy  and 
that  of  their  fellow  operatives.  On  the  whole  this  was  consid- 
ered encouraging  from  the  standpoint  of  after-care. 

Dr.  Adolf  Meyer,  in  a  paper  which  he  read  at  a  meeting  of 
hospital  superintendents  and  managers  with  the  New  York  State 
Commission  in  Lunacy  a  year  ago,  dealt  at  some  length  with 
the  necessity  for  improving  social  conditions  which  so  often  pre- 
cipitate mental  breakdown,  such  as  the  correction  of  family 
habits,  the  providing  of  amusements  and  recreation  and  all  those 
things  which  pertain  to  social  and  mental  hygiene,  a  work  which 
he  thinks  after-care  associations  can  interest  themselves  in  with 
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profit,  which  involves  not  only  recurrent  insanity,  but  the  entire 
question  of  prophylaxis  before  there  has  been  an  attack.  This  is 
indeed  a  great  problem  and  success  in  any  degree  can  only  be 
attained  by  a  process  of  evolution.  Conditions  vary  in  different 
communities ;  in  cities  the  facilities  for  entertainment  and  recrea- 
tion are  very  different  from  those  of  rural  districts,  while  it 
must  be  admitted  that  residents  of  the  latter  have  a  greater 
measure  of  fresh  air  and  light,  also  better  food.  We  are  all 
familiar  with  the  fact  that  certain  types  of  mental  disease  are 
more  frequent  in  metropolitan  districts  than  in  the  country ;  com- 
pare, for  instance,  general  paralysis  and  alcoholic  psychoses  with 
melancholia ;  the  former  are  much  more  prevalent  in  cities,  while 
a  considerably  higher  percentage  of  the  latter  is  found  in  rural 
districts. 

The  influence  of  environment  and  training  upon  young  adults 
of  the  poor  class  is  strikingly  illustrated  at  the  "  George  Junior 
Republic,"  an  institution  situated  at  Freeville,  in  Central  New 
York,  founded  by  William  R.  George,  in  1895.  The  age  for 
admission  is  fourteen  years,  and  residence  at  the  institution  may 
continue  until  the  age  of  twenty-one.  The  average  period  of 
residence  thus  far  is  about  three  years  and  a  half,  and  there 
have  been  over  600  citizens.  Of  this  number  only  one  boy 
developed  insanity ;  he  was  eighteen  years  old  and  on  admission 
to  Willard  had  symptoms  resembling  dementia  praecox,  but 
improved  to  such  an  extent  that  he  was  able  to  return  to  the 
Republic  in  the  course  of  six  months.  Mr.  George  informs  me 
that  in  many  instances  there  is  a  history  of  insanity  in  the  family, 
usually  the  father  or  mother.  The  "  citizens "  are  practically 
self-governing  and  the  method  is  based  on  the  Constitution  and 
the  laws  of  the  United  States  and  New  York  State.  It  is  a 
miniature  village  identical  with  any  other  village,  the  only  differ- 
ence being  the  age  of  its  citizens ;  the  voting  age  is  reached  at 
fourteen  instead  of  twenty-one.  They  elect  from  their  own  num- 
ber a  president,  judiciary,  and  various  officials  comprising  the 
government.  There  is  a  school  conducted  by  paid  teachers,  and 
a  number  of  industries,  such  as  a  bakery,  laundry,  carpenter  shop, 
furniture  shop,  garden  and  a  farm  of  three  hundred  acres.  They 
have  their  own  currency  and  each  citizen  is  obliged  to  support 
himself  in  some  way.    There  is  also  a  good  library,  gymnasium, 
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and  chapel.  Nothing  without  labor  is  the  key-note  of  life  in 
the  Republic;  there  is  no  opportunity  for  moping.  The  subse- 
quent careers  of  the  ex-citizens  have  been  followed  in  almost  all 
instances  and  the  results  are  found  to  be  most  gratifying.  None 
of  them  have  been  committed  as  insane.  Most  of  these  boys 
and  girls  come  from  the  worst  surroundings  and  ancestry,  with 
criminal  and  immoral  tendencies,  and  it  would  seem  that  many 
of  them  must  have  a  predisposition  to  mental  disease,  particularly 
dementia  praecox.  It  appears  to  me  that  the  mental  effects  of 
the  life  and  training  at  this  institution  are  of  much  interest  to 
alienists,  and  I  have  thought  it  appropriate  to  refer  to  it  here. 

The  Empire  State,  containing,  as  it  does,  approximately  one- 
tenth  of  the  population  of  the  United  States,  and  having  the 
chief  port  of  entry  for  immigrants,  affords  a  good  field  for 
starting  and  developing  a  system  of  after-care.  To  insure  its 
success  there  must  be  cordial  co-operation  between  the  hospital 
physicians  and  the  committees,  and  the  hospital  authorities  in 
New  York  pledged  this  in  a  resolution  adopted  at  a  conference 
of  superintendents  with  the  Lunacy  Commission  held  in  January, 
1906,  when  Miss  Louise  L.  Schuyler,  representing  the  State 
Charities  Aid  Association,  undertook  to  organize  an  after-care 
department.  The  real  requirements  to  meet  fully  the  object  in 
view  can  only  be  determined  by  experience.  The  committees 
should  be  able  to  do  something  to  enlighten  the  public  and  dis- 
abuse the  minds  of  many  who,  in  their  ignorance  and  superstition, 
still  labor  under  the  same  prejudices  toward  the  insane  and 
institutions  for  the  insane  as  their  forefathers  did  generations 
ago,  which  is  perhaps  not  surprising  when  we  think  of  the  lack 
of  insight  and  interest  regarding  lunacy  matters  displayed  by 
the  average  practitioner  of  medicine.  Moreover,  the  progress 
made  in  medicine  and  surgery  during  the  last  twenty  years  has 
been  applied  in  the  management  of  our  hospitals ;  the  nurses  are 
better  trained  than  formerly,  and  the  standard  of  care  generally 
is  higher.  All  this  has  conduced  to  the  betterment  of  our  patients, 
and  the  deteriorating  process  may  have  been  checked  in  many 
instances,  but  it  is  an  open  question  whether  there  has  been  any 
actual  increase  in  the  recovery  rate.  This,  combined  with  the 
apparent  increase  of  insanity,  brings  out  more  strongly  than  ever 
the  need  and  importance  of  prophylactic  measures. 
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DISCUSSION. 

Miss  Horton. — I  have  been  asked  to  come  here  as  a  representative  of 
the  Committee  on  the  After  Care  of  the  Insane  of  the  New  York  State 
Charities  Aid  Association,  and  to  tell  you  a  little  about  my  work  as  its 
agent.  The  work  is  so  interesting  and  the  patients  so  grateful  for  the  inter- 
est shown  in  them  that  I  feel  it  must  appeal  to  whoever  undertakes  it.  The 
committee  believes  in  calling  upon  existing  agencies  and  their  co-operation 
has  been  very  helpful  to  the  work.  During  the  year  the  committee  has 
been  at  work,  the  following  agencies  have  assisted  us :  Charity  Organiza- 
tion Society,  the  Association  for  Improving  the  Condition  of  the  Poor, 
the  Emergency  Shelter  of  the  Children's  Aid  Society,  the  United  Hebrew 
Charities,  The  Young  Men's  Christian  Association,  the  New  York  Trade 
School  for  Boys,  Manhattan  Trade  School  for  Girls,  Special  Employment 
Bureau  for  the  Handicapped,  Alliance  Employment  Bureau,  Sunnyside 
Day  Nursery,  Union  Settlement,  Nurses  Settlement,  Rhinelander  School, 
Legal  Aid  Society,  and  the  West  End  Employment  Bureau.  In  taking 
up  the  work  for  an  individual  case,  the  first  thing  for  the  agent  to  get,  is 
a  condensed  report  of  that  particular  case,  made  out  by  the  physician  in 
charge  of  the  patient,  and  after  that  to  have  a  little  talk  with  the  patient. 
Often  points  are  brought  out  which  are  of  great  value,  in  looking  up 
friends,  belongings,  etc.  After  this  the  agent  visits  the  family  or  friends, 
finds  out  condition  of  the  home  and  discusses  plans  for  the  patient  with 
the  family.  One  case  I  have  in  mind  which  bears  on  the  value  of  personal 
intercourse  with  the  patient  about  to  be  paroled. 

A.  B.  A  middle-aged  woman,  who  had  been  in  the  hospital  for  more 
than  two  years  recovering  from  an  alcoholic  psychosis,  was  well  and 
strong  and  anxious  to  get  back  to  her  husband  and  son.  They  had  stopped 
coming  to  see  her  and  agent  had  tried  in  vain  to  find  them.  In  talking 
with  the  woman  and  getting  directions  from  her,  as  to  how  to  get  to  the 
man's  place  of  work  in  New  Jersey,  it  occurred  to  her  that  if  her  husband 
was  in  New  York  City  he  would  go  to  a  certain  little  delicatessen  shop 
to  buy  provisions.  Agent  went  there  and  learned  all  about  him  and  the 
son.  The  man  had  been  ill  and  had  no  home  for  his  wife,  so  a  place  was 
found  for  her  at  service,  and  after  working  for  several  months  and  saving 
up,  she,  with  her  husband  and  son,  started  a  little  home  of  three  rooms 
where  they  are  very  happy.  The  woman  did  drink  a  little  before  she  left 
her  place,  but  agent  has  seen  her  since  she  has  gone  to  housekeeping  and 
she  seems  to  be  all  right. 

Often  patients  in  the  hospital  do  not  get  well  as  rapidly  as  they  should 
because  they  are  worrying  about  their  families,  or  property,  and  the  agent 
is  able  by  a  visit  to  set  their  minds  at  rest,  by  seeing  the  relatives  and 
asking  them  to  call,  or  in  locating  lost  trunks,  etc. 

C.  D.  Another  case  where  the  committee  was  able  to  be  of  great  assist- 
ance was  that  of  a  woman  with  three  children.  She  had  broken  down 
from  over-work  and  worrying.     She  had  been  obliged   to   put  her  three 
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children  into  a  home  and  go  out  to  service,  and  then  when  she  had 
managed  to  earn  a  little  her  drunken  husband  would  appear  and  get  it 
away  from  her.  After  she  broke  down  she  was  two  and  a  half  years  in  a 
hospital  and  finally  was  discharged  as  recovered.  The  agent  got  her  a 
situation  where  she  gave  satisfaction.  Some  false  teeth  which  she  greatly 
needed  were  provided  for  her,  and  she  was  kept  under  supervision  all 
winter.  In  the  spring  she  took  her  three  children  (a  boy  of  lo,  and  two 
girls  of  12  and  7)  out  of  the  home  and  went  to  housekeeping,  going  to 
work  by  the  day  to  support  them.  She  is  working  very  hard,  and  the 
committee  means  to  pay  her  rent  and  help  her  a  little  besides  until  she  is 
stronger.  She  had  arranged  everything  before  the  agent  learned  of  it  and 
is  so  happy  with  her  children  that  it  seems  best  to  let  her  try  her  plan. 

Another  interesting  case  was  that  of  a  woman  who  had  a  large  family 
and  whose  home  was  broken  up  when  she  went  to  the  hospital,  worn  out 
from  over-work.  Agent  had  a  talk  with  her  and  undertook  to  find  out 
about  her  six  children  and  drunken  husband.  The  woman  knew  that  the 
younger  children  had  been  placed  in  a  home  where  her  older  children 
already  were  staying,  but  she  did  not  know  where  the  baby  was,  as  he  had 
been  sent  to  Bellevue  with  her — neither  did  she  know  what  had  been  done 
with  her  furniture.  She  gave  agent  various  addresses  which  necessitated 
a  number  of  visits.  Married  brother  and  his  wife  were  visited,  but  would 
have  nothing  to  do  with  her,  had  turned  her  younger  brother  out.  Parish 
priest  and  sexton  of  church  and  business  man  who  had  helped  family 
financially,  express  company  where  husband  had  been  employed  were 
visited.  Agent  learned  nothing  good  of  the  husband.  Two  former  em- 
ployers of  woman  spoke  very  highly  of  her.  Visited  former  residence  to 
learn  about  furniture.  This  entailed  further  visits  to  police  station  and 
Bureau  of  Incumbrances.  The  younger  brother  was  traced  through  the 
courtesy  of  a  superintendent  of  the  P.  R.  R.  tunnel  where  man  worked. 
It  was  learned  through  a  society  for  the  care  of  infants  that  the  baby, 
though  every  effort  was  made  to  keep  him  well,  died  during  the  heated 
period  last  summer.  A  good  many  of  these  visits,  as  well  as  others,  were 
made  after  the  patient  left  the  hospital,  and  when  she  was  at  service  in  a 
place  agent  secured  for  her.  She  has  since  taken  a  place  she  got  for  her- 
self where  she  gets  good  wages  and  is  doing  well.  The  number  of  visits 
made  in  this  case  is  very  unusual,  and  the  case  has  been  cited  to  show 
how  interested  every  one  was  in  giving  what  assistance  was  needed. 

Dr.  Mabon. — Mr.  President,  before  Miss  Horton  takes  her  seat,  I  would 
like  to  ask  her  a  few  questions  which  will  bring  out  the  practical  side  of 
this  work.  I  would  like  to  ask  her  to  describe  in  detail  the  method  she 
employs  in  a  single  case. 

Miss  Horton. — I  think  the  case  of  A,  Z.  I  have  here  would  answer  that. 
I  saw  this  young  girl  after  talking  her  case  over  with  the  doctor — also  had 
a  report  blank  filled  out  in  her  case.  Then  called  on  the  old  mother  who 
lives  with  a  widowed  daughter.    Arranged  to  have  girl  stay  at  the  hospital 
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a  little  longer,  as  it  was  the  middle  of  summer  and  not  easy  to  find  work 
for  her.  Called  several  times  to  see  the  mother  and  after  girl's  return 
home  tried  to  get  her  into  the  Trade  School  for  Girls.  They  were  willing 
to  take  her,  but  it  was  felt  better  to  have  her  earn  something  at  once.  I 
sent  her  to  the  Alliance  Employment  Bureau,  and  a  good  place  was  gotten 
for  her  in  a  small  work  room  where  there  were  only  a  few  girls.  She 
worried  at  first,  but  got  on  better  later  and  is  giving  satisfaction.  I  visited 
the  place  once  and  heard  also  from  time  to  time  through  the  employment 
bureau.  I  also  call  on  the  mother  occasionally  and  so  keep  in  touch 
with  the  girl.  The  agent  who  runs  this  bureau  is  very  much  interested  in 
her  applicants,  and  after  they  have  been  employed  a  certain  length  of  time, 
if  they  give  satisfaction,  she  insists  upon  their  getting  a  raise  of  wages. 

Dr.  Mabon. — Can  you  state  in  a  general  way  the  average  number  of 
visits  you  make  to  individual  cases? 

Miss  Horton. — I  suppose  the  average  would  be  about  two  to  each  pa- 
tient. Of  course  in  some  cases  it  is  a  great  many.  In  one  case  I  think  I 
made  23  visits.    This  is  very  unusual. 

Dr.  Mabon. — Do  you  find  that  your  visits  to  patients  and  their  relatives 
are  viewed  with  favor,  or  are  they  inclined  to  be  suspicious? 

Miss  Horton. — I  am  welcomed  with  open  arms,  because  I  say,  "  The 
doctor  at  the  hospital  wants  to  know  how  your  brother,  or  sister,  is  getting 
on,"  and  they  are  so  pleased  to  think  anybody  cares  and  has  an  interest 
that  I  am  always  welcomed.  I  nevei"  have  had  it  fail.  They  are  very 
much  pleased  and  tell  me  everything  I  want  to  know  about  the  case. 

Dr.  Mabon. — Do  you  have  any  trouble  in  finding  employment  for  men? 

Miss  Horton. — Yes,  a  good  deal.  People  are  not  willing  to  give  them  a 
chance. 

Dr.  Mabon. — How  about  women? 

Miss  Horton. — I  have  never  had  much  trouble  with  women  because  I 
have  two  or  three  places  where  I  am  able  to  place  them  as  cleaners,  etc. 

Dr.  Mabon. — How  long  do  you  keep  track  of  these  cases? 

Miss  Horton. — Sometimes  I  know  about  them  perhaps  for  a  year; 
sometimes  they  go  right  out  of  my  knowledge.  I  sent  a  woman  somewhat 
handicapped  out  to  New  Jersey.  I  did  not  hear  from  her  for  some  time, 
and  then  I  heard  indirectly  that  she  was  to  lose  her  place,  because  the 
parties  with  whom  she  lived  were  breaking  up  housekeeping.  I  wrote  to 
her  to  have  her  come  to  me.  Soon  after  I  received  a  letter  from  her 
employer  saying  that  the  patient  was  not  coming  to  me  as  she  had  placed 
her  with  a  friend,  thus  showing  me  that  she  was  most  satisfactory. 

Dr.  Mabon. — What  do  you  think  of  the  necessity  of  an  intermediate 
place  between  the  hospital  and  the  home,  a  place,  say  a  good  house,  where 
a  paroled  or  discharged  patient  can  be  under  good  influences,  and  under 
supervision,  which,  while  thorough,  is  not  unpleasant? 
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Miss  Horton. — I  think  it  is  one  of  the  greatest  needs  that  we  have, 
because  it  is  a  very  great  step  from  the  hospital  where  they  are  taken 
care  of  to  a  dirty  crowded  tenement.  Often  the  men  will  say  the  doctor 
told  them  not  to  work  for  two  or  three  weeks,  and  they  will  loaf  around 
in  these  undesirable  surroundings.  It  is  the  same  with  the  women.  I 
think  we  ought  to  find  an  intermediate  place  where  they  could  be  boarded 
for  two  or  three  weeks.     I  have  felt  the  need  of  it  in  several  instances. 

Dr.  Mabon. — Can  you  illustrate  how  existing  charities  are  helpful  to 
you  in  your  work? 

Miss  Horton. — The  Charity  Organization  Society  helps  me  in  a  great 
many  ways.  They  are  a  sort  of  information  bureau.  They  have  a  full 
record  of  all  who  have  received  public  aid  before,  and  I  have  the  oppor- 
tunity of  reading  up  the  histories  of  such  of  my  cases  as  they  have.  The 
Association  for  Improving  the  Condition  of  the  Poor  has  also  been  of 
great  help.  I  feel  that  I  can  go  to  these  societies  and  get  assistance.  They 
are  very  willing  to  help  me  and  to  give  me  any  information  they  have. 
There  are  many  other  societies  that  give  me  valuable  assistance. 

Dr.  Mabon. — I  wish  to  announce  that  the  State  Charities  Aid  Associa- 
tion of  New  York  has  contributed  lOO  reports  showing  the  plan  of  organ- 
ization and  the  work  of  the  association.  The  reports  are  here  for  those 
who  may  be  interested. 

Dr.  Stedman. — Dr.  Mabon's  clear  and  exhaustive  report.  Dr.  Elliott's 
remarks  and  the  report  of  Miss  Horton's  devoted  work  are  to  me  very 
interesting  and  impressive.  I  did  a  great  deal  of  work  on  this  matter  in 
company  with  a  committee  of  the  American  Neurological  Association 
eight  years  ago,  after  which  it  seemed  then  that  the  matter  was  about  to 
languish  as  nothing  resulted,  but  the  seed  must  have  been  germinating, 
and  great  was  my  gratification  when  the  matter  was  taken  up  by  that 
indefatigable  charity  worker  and  renowned  philanthropist,  Miss  Schuyler, 
and  the  measure  put  in  her  prompt  and  characteristic  fashion  upon  a  sub- 
stantial, wide,  and  practical  basis. 

It  seems  to  me  that  the  after-care  associations  abroad  are  not  very 
enterprising  and  have  not  done  as  much  work  as  they  might.  There  is 
complaint  of  lack  of  funds  there  and  not  much  interest  in  the  matter.  It 
seems  to  me  that  in  this  country  the  experiment  is  much  more  likely  to 
succeed  because  the  people  are  more  willing  to  give  money  for  charitable 
purposes,  especially  a  matter  of  this  sort,  which  appeals  to  people  so  strongly 
when  once  it  is  brought  home  to  them,  and  because  the  movement  is  so 
well  organized. 

Dr.  Wentworth. — I  have  been  greatly  interested  in  this  paper  of  Dr. 
Mabon's,  particularly  in  the  parallel  lines  which  the  After  Care  Association 
of  New  York  is  following  with  a  system  which  we  have,  but  under  a 
somewhat  different  name,  in  Massachusetts. 
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The  family  care,  or  the  boarding  out  system  of  Massachusetts,  as  it  is 
carried  on  by  the  State  Board  of  Insanity,  is  conducted  very  similarly  to 
the  work  Dr.  Mabon,  Dr.  Elliott,  and  Miss  Horton  have  described  so 
clearly,  entertainingly  and  instructively.  In  Massachusetts  we  have  at  the 
present  time  265  patients  boarding  out  in  families.  The  number  during 
the  past  year  has  averaged  somewhat  greater  than  that.  The  class  of 
cases  selected  is  very  similar  to  that  which  we  have  heard  described  this 
morning.  We  too  have  had  a  number  of  alcoholic  cases  with  about  the 
same  experience.  In  general  they  have  not  been  very  satisfactory  persons 
to  continue  under  observation.  We  have  found  the  better  policy  with 
them,  as  a  rule,  has  been  to  throw  them  upon  their  own  responsibility,  and 
they  have  resulted  better,  treated  along  that  line. 

We  have  found  the  readiest  effort  at  co-operation  on  the  part  of  the 
hospitals,  which  has  contributed  greatly  to  make  the  successful  operation 
of  the  system.  It  has  very  frequently  been  the  case  that  the  officers  of 
institutions  have  brought  cases  to  the  attention  of  the  board,  with  the 
request  that  we  use  some  effort  to  place  the  patient  in  the  community. 
Of  course  where  the  family  of  a  patient  is  able  to  assume  responsibility 
for  him  there  is  no  occasion  for  an  intervening  of  charity,  but  there  are 
many  patients  who  have  no  suitable  families  to  go  to,  or  the  families  are 
not  in  condition  to  suitably  care  for  the  patient  and  place  him  where  he 
can  do  his  best;  there,  the  State  Board  has  been  able  to  render  very  ser- 
viceable assistance,  and  we  have  had  experience  in  several  cases  where 
patients  have  been  placed  out  to  board  at  a  very  nominal  rate  for  a  time, 
perhaps  a  dollar  a  week,  or  somewhat  more,  and  the  rate  would  be  reduced 
gradually,  and  finally  these  patients  have  been  placed  in  remunerative 
positions,  able  to  resume  their  places  in  the  community  and  support  their 
families. 

I  have  in  mind  at  the  present  time  a  young  woman  who  was  an  alcoholic 
and  also  a  morphine  habitue,  who  had  broken  down  mentally  and  physically, 
and  after  a  considerable  period  of  treatment,  I  think  four  years,  in  one 
of  our  State  hospitals,  she  was  placed  in  family  care.  She  was  ambitious, 
and  took  up  domestic  duties ;  later  she  re-established  amicable  relations 
with  her  family,  and  finally  she  was  discharged  from  supervision  and 
returned  to  her  home.  She  secured  some  employment  and  was  lost  sight 
of  for  a  time,  A  few  months  ago,  upon  the  occasion  of  a  visit  to  one  of 
the  State  institutions  for  the  insane,  I  found  this  lady  employed  as  a  nurse, 
and  she  has  been  doing  very  well  there  for  a  year  or  more. 

One  of  the  last  duties  that  I  performed  before  leaving  Boston  was  to 
arrange  for  the  placing  of  a  patient  in  a  family  at  self-support,  who  was 
suffering  from  her  third  attack  of  insanity.  She  was  practically  recovered, 
and  the  family,  although  knowing  her  history,  was  very  willing  to  receive 
her. 

There  are  other  matters  which  I  might  report  on,  but  I  will  not  take  up 
the  time  of  the  association  further. 
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Our  main  purpose  in  the  present  contribution  is  to  give  the 
records,  clinical  and  pathological,  of  two  cases  presenting  mental 
symptoms  associated  with  multiple  neuritis,  with  brief  reference 
to  a  few  similar  cases  in  recent  medical  literature.  The  outbreak 
of  the  multiple  neuritis  in  the  two  cases  here  recorded  was  proba- 
bly due  to  a  special  infection,  as  in  one  instance  the  disease  began 
very  late  in  pregnancy  and  in  the  other  two  or  three  days  after 
a  premature  delivery.     Both  patients  were,  however,  alcoholics. 

Soukhanoff  and  Boutenko^  and  others  have  indicated  that  the 
Korsakoff  syndrome  might  occur  in  connection  with  or  after  vari- 
ous diseases,  and,  therefore,  that  the  affection  is  not  essentially, 
or  at  least  not  always,  an  alcoholic  one.  Korsakoff  himself  rec- 
orded fourteen  cases  without  previous  history  of  alcoholism. 
Soukhanoff  published  a  case  occurring  after  typhoid  fever.  He 
also  mentions  other  cases,  some  in  alcoholic  and  some  in  non- 
alcoholic patients,  after  perimetritis,  jaundice,  etc. 

In  the  cases  which  follow  the  examination  of  the  cells  of  the 
cortex  showed  that  a  condition  of  cells  was  present  due  doubtless 
to  neuronal  toxemia  and  strictly  comparable  pathologically  to 
the  affection  found  in  the  cells  of  the  spinal  cord.  If  the  periph- 
eral affection  is  held  to  be  a  neuritis,  there  is  no  reason  for  not 
regarding  the  spinal  and  cerebral  disease  as  forms  of  inflammation. 

^  Soukhanoff,  Dr.  Serge  and  Boutenko,  Dr.  Andre,  The  Journal  of  Men- 
tal Pathology,  Vol.  IV,  Nos.  i,  2,  3,  1903. 
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The  observations  of  Striimpel,  those  of  Cole  ^  and  Sims/  and 
others,  and  our  investigations  in  the  two  cases  here  recorded  are 
interesting  in  connection  with  the  fact  that  one  of  us  (Dr.  Mills) 
in  1886,*  some  months  prior  to  the  publication  of  Korsakoff's  first 
paper,  called  attention  to  the  concurrence  of  spinal  and  cerebral 
symptoms  in  cases  of  multiple  neuritis,  holding  that  these  were 
instances  of  the  concurrence  of  encephalitis  and  myelitis  with 
neuritis.  The  occurrence  of  psychic  symptoms  in  multiple  neuritis 
was  also  referred  to  by  him  in  1892.^  In  both  of  these  contribu- 
tions interesting  clinical  cases  were  recorded. 

Case  I. — This  case  is  one  of  three  cases  of  the  polyneuritic  psychosis 
recorded  clinically  by  Dr.  S.  A.  Carpenter,  intern<^  at  the  Philadelphia 
General  Hospital,  in  the  sixth  volume  of  the  Philadelphia  Hospital  Re- 
ports, published  in  1905.  She  was  in  the  hospital  about  two  and  one-half 
months  preceding  her  death. 

M.  T.,  aged  thirty-two  years,  white,  was  admitted  to  the  Philadel- 
phia General  Hospital  September  14,  1904.  She  denied  specific  disease 
and  had  had  no  miscarriages.  She  had  drunk  coffee  in  large  quantities 
all  her  life,  and  for  the  past  six  years  had  been  a  heavy  beer  drinker. 
About  six  weeks  before  admission  she  gave  birth  to  a  full  term  child, 
which  died  after  five  weeks  of  enteritis. 

The  present  illness  dated  back  to  about  three  months  previous  to  her 
admission,  when  she  first  had  a  numbness  and  tingling  in  her  lower 
extremities  from  her  knees  down ;  shortly  after  this  she  noticed  that  she 
was  gradually  becoming  weak  and  that  she  tired  easily.  After  the  first 
week  of  her  puerperium,  on  attempting  to  leave  her  bed  she  discovered 
that  she  was  unable  to  stand  and  had  pain  in  her  lower  limbs.  Up  to 
the  time  of  her  admission  there  had  been  no  involvement  of  the  upper 
limbs.  She  had  been  troubled  with  constipation  for  two  weeks  before 
coming  to  the  hospital,  and  for  the  first  time  was  catheterized  on  the 
evening  of  her  admission.  She  said  that  her  sight  had  been  failing  for 
six  months  before  she  was  admitted. 

Examination  shortly  after  admission  showed  double  foot  drop;  both 
knee  jerks  absent  and  the  Babinski  not  obtainable  on  either  side;  an 
attempt  to  obtain  ankle  clonus  produced  acute  pain;  both  feet  were  cold 
and  the  soles  were  somewhat  moist;  sensation  to  touch  and  pain  was 
apparently  normal. 


^  Cole,  Sydney  John,  Brain,  Part  IH,  1902. 

'Sims,   F.   Robertson,   Journal   of   Nervous   and   Mental   Disease,   Vol. 
XXXH,  No.  3,  March,  1905. 
*  Mills,  Chas.  K.,  The  Medical  News,   December  18,   1886. 
'Mills,  Chas.  K,  The  International  Medical  Magazine,  February,  1892. 
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Her  memory  for  recent  events  was  extremely  poor;  even  though  she 
had  been  in  the  hospital  only  twenty-four  hours  she  was  unable  to  say 
how  long  it  was  since  she  was  admitted,  and  she  was  never  able  to  remem- 
ber whether  or  not  she  had  had  her  meals,  even  though  she  had  eaten  a  few 
hours  before.  Two  days  after  her  admission,  on  being  asked  whether 
her  bowels  were  opened  that  day,  she  replied  in  the  negative,  while  her 
nurse  had  recorded  two  movements  on  her  chart;  again  she  was  unable 
to  name  properly  the  articles  of  diet  which  she  was  taking,  always  giving 
the  names  of  different  foods  which  she  had  never  had. 

About  September  27  she  began  to  have  periods  of  excitement,  during 
which  she  would  shout  terrible  oaths  and  use  very  vile  language.  On 
October  6  she  said  she  had  been  up  and  around  all  day,  and  had  been 
down  town  in  the  morning;  at  the  same  time  she  was  scarcely  able  to 
move  in  the  bed.  She  complained  of  much  pain  in  her  hands,  but  other- 
wise said  she  was  feeling  pretty  well. 

On  November  7  while  the  interne  was  in  the  ward  taking  some  notes, 
the  patient  said  she  was  not  able  to  go  down  town  to  have  her  pictures 
taken,  but  would  go  tomorrow.  She  talked  in  a  numbling  or  muttering 
manner,  which  could  seldom  be  understood,  and  for  this  reason  many  of 
her  delusions  could  not  be  recorded. 

About  September  25  she  developed  incontinence  of  urine  and  feces. 
Tenderness  over  the  extremities  had  become  almost  unbearable.  There 
was  complete  double  wrist  drop,  and  she  had  become  somewhat  wasted 
both  in  the  extremities  and  about  the  face.  On  November  11  the  above 
symptoms  were  all  present  and  exaggerated.  On  lateral  excursions  of  the 
eyes   nystagmus   was   produced. 

On  October  10  Dr.  Shumway  reported  extraocular  movements  good 
in  every  direction;  the  pupillary  reactions  prompt  and  that  ophthalmos- 
copic examination  showed  a  perfectly  normal  eye  ground  on  each  side. 

The  examination  of  the  organs  of  the  chest  and  abdomen  gave  no 
points  that  would  be  of  any  value  in  recording  the  nervous  and  mental 
phenomena  of  the  case. 

The  muscles  of  the  hand,  especially  the  dorsal  interossei,  were  slightly 
wasted;  otherwise  the  upper  limbs  appeared  well  developed.  Motion 
was  present  in  all  directions ;  resistance  to  passive  movements  was  much 
decreased  in  both  upper  extremities ;  wrist  drop  was  present  on  the 
left  side,  not  on  the  right.  The  grasp  of  both  hands  was  diminished, 
slightly  more  so  on  the  left  side.  The  biceps,  triceps,  and  wrist  reflexes 
were  absent  on  each  side.  Pressure  over  the  course  of  the  nerve  trunks 
of  both  upper  limbs  caused  pain,  and  sensation  to  touch  and  pain  appeared 
to  be  about  normal  in  both. 

Neither  lower  extremity  showed  any  atrophy,  and  motion  was  greatly 
lessened  in  both,  the  patient  being  able  only  to  bend  the  knee  to  a  small 
angle,  and  unable  to  raise  the  feet  from  the  bed. 

The  above  notes  by  Dr.  Carpenter  were  finished  about  five  or 
six  weeks  before  the  death  of  the  patient,  and  after  that  time  noth- 
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ing  of  much  importance  for  the  purposes  of  study  was  added  to 
the  cHnical  history  of  the  case.  The  patient  became  weaker  and 
weaker,  both  physically  and  mentally,  with,  however,  occasional 
short  periods  of  slight  improvement.  She  developed  a  bed  sore 
on  the  left  hip,  the  incontinence  of  urine  and  feces  became  more 
marked,  the  pain  on  pressure  and  manipulation  of  nerves  and 
muscles  persisted,  and  even  when  she  became  apathetic  to  the 
point  of  stupor,  was  sufficient  to  arouse  her  with  evidences  of 
distress. 

Bedside  notes  continued  to  be  taken  at  intervals.  A  tendency 
to  excitement  was  noted  on  one  or  two  occasions.  Several  rec- 
ords were  made  of  extreme  tenderness  of  the  muscles  and  also  of 
tenderness  and  pain  in  the  limbs.  Small  swellings  appeared  on 
the  arms,  the  forearms,  feet,  and  other  places,  these  apparently 
being  connected  in  some  way  with  the  inflammation  of  the  nerves. 
Her  temperature  rose  and  fell  several  times.  The  day  before  her 
death  the  temperature,  pulse,  and  respiration  were  all  increased. 
The  lungs  were  full  of  coarse  rales.     She  died  December  31. 

A  general  necropsy  was  made  a  few  hours  after  death,  practi- 
cally all  the  organs  of  the  body  being  examined.  The  pathological 
diagnosis  included  chronic  pulmonary  tuberculosis,  chronic  pleu- 
risy, fatty  degeneration  of  the  heart,  fatty,  cirrhotic,  and  congested 
liver,  chronic  catarrhal  cholecystitis  with  cholesteric  gall  stones, 
fibroid  pancreas,  and  chronic  diffuse  nephritis. 

The  scalp  was  found  unusually  adherent  to  the  calvarium.  The 
skull  was  hard  and  of  normal  thickness ;  the  diploic  surface  was 
diminished ;  the  dura  was  free  from  the  calvarium ;  the  brain 
weighed  1240  gm.  (39.85  ounces)  ;  the  brain  showed  normal  exter- 
nal configuration  with  fairly  marked  edema  of  the  pia  and  venous 
congestion.  The  lateral  ventricle  showed  nothing  abnormal.  The 
brain  was  placed  in  formalin  solution  for  further  study,  as  was 
also  the  cord,  retained  within  its  membranes.  The  left  sciatic  with 
its  two  main  subdivisions  (internal  and  external  popliteal),  the 
right  posterior  tibial,  the  right  external  plantar  along  the  outer 
margin  of  the  foot,  the  right  internal  plantar  to  the  great  and 
second  toes,  and  a  section  of  the  pneumogastric  nerve  were  also 
preserved. 

In  this  case  microscopic  sections  were  made  from  the  lumbar 
and  cervical  portions  of  the  spinal  cord ;  and  from  the  oblongata 
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and  the  pons.  In  the  cerebrum  sections  were  made  from  the 
paracentral  lobules,  the  angular  gyre,  and  the  mid-precentral, 
occipital,  calcarine,  and  temporal  regions.  Sections  were  also 
made  from  pieces  of  muscle,  and  from  the  external  plantar,  the 
sciatic,  the  internal  plantar  to  the  great  toe  and  the  pneumogastric 
nerve.  In  addition,  sections  were  made  of  the  anterior  half  of  the 
entire  cerebral  hemisphere. 

These  various  sections  were  stained  by  the  Nissl,  the  Weigert 
hematoxylin,  the  alum-hematoxylin,  acid-fuchsin,  and  in  some 
cases  the  Marchi  methods. 

Sections  from  the  lumbar  region  showed  considerable  chroma- 
tolysis  of  the  nerve  cells  of  the  anterior  horns,  with  peripheral 
displacement  of  the  nuclei.  This  chromatolysis  seemed  to  invade 
the  whole  of  the  cell  body.  Some  of  the  cells  were  greatly  vacu- 
olated. In  three  serial  sections  from  the  mid-lumbar  region,  an 
accumulation  of  round  cells  was  seen  lying  immediately  in  front 
of  and  mesal  to  one  of  the  anterior  horns.  These  cells  were  both 
polymorphonuclear  and  mononuclear  in  type.  In  the  midst  of 
this  accumulation  was  seen  a  dense  body,  staining  with  Nissl 
method  dark  blue-black.  Under  the  oil  immersion  objective,  this 
was  found  to  consist  of  an  accumulation  of  cocci.  Near  the 
periphery  of  this  dense  mass  was  seen  what  suggested  diplococci. 
A  blood  vessel  could  be  seen  running  from  the  periphery  of  the 
cord  toward  this  cellular  infiltration. 

The  cervical  region  showed  about  the  same  alterations  as 
regards  the  anterior  cornual  cells,  with  the  exception  that  the 
change  was  not  so  pronounced.  The  white  matter  of  the  lumbar 
and  cervical  regions  showed  no  degenerations  by  the  alum- 
hematoxylin  and  acid-fuchsin  method.  Neither  was  there  any 
system  degeneration  as  shown  by  Weigert's  method,  the  columns 
of  Goll,  Gowers'  columns,  the  direct  cerebellar  tracts,  the  crossed 
and   direct  pyramidal  tracts,   etc.,   being  particularly   examined. 

In  the  paracentral  lobules  were  small  accumulations  of  cells, 
both  polymorphonuclear  and  mononuclear  in  type,  which  were 
apparently  not  in  relation  with  blood  vessels,  although  it  is  possible 
that  blood  vessels  might  be  found  leading  to  this  accumulation  in 
sections  either  immediately  above  or  immediately  below  the  area 
examined.  Some  very  small,  deeply  staining  cocci,  like  those 
noted  in  the  lumbar  cord,  were  also  found  in  these  infiltrations. 
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Some  of  the  cells  of  Betz  were  much  degenerated  and  showed 
central  chromatolysis  and  peripheral  displacement  of  the  nucleus. 

In  the  right  temporal  region  there  were  also  found  collections 
of  polymorphonuclear  and  mononuclear  cells  as  noted  above.  In 
this  region  there  were  associated  close  aggregations  of  red  blood 
corpuscles  together  with  the  same  cocci-like  bodies. 

In  the  right  calcarine  region,  some  of  the  blood  vessels  of  the 
pia,  cut  transversely,  showed  in  addition  to  the  thickly  packed 
erythrocytes,  a  goodly  number  of  polymorphonuclear  cells  and 
cocci-like  bodies  within  the  lumen. 

The  right  angular  gyre,  the  right  mid-precentral,  and  the  right 
occipital  region  appeared  normal 

In  the  muscle  the  connective  tissue  was  greatly  increased,  both 
between  the  muscle  bundles  and  between  the  individual  muscle 
fibers.  The  muscle  fibers  were  much  atrophied.  The  small 
nerve  fibers  within  the  muscle  were  much  degenerated.  The 
external  plantar  nerve  was  greatly  degenerated,  and  the  connec- 
tive tissue  about  it  was  thickened.  The  sciatic  nerve  was  intensely 
degenerated,  as  were  also  the  pneumogastric  and  the  internal  plan- 
tar to  the  great  toe. 

The  Weigert  hematoxylin  preparation  of  the  anterior  half  of 
the  cerebral  hemisphere  showed  no  degeneration  of  the  fronto- 
thalamic  band  in  the  anterior  limb  of  the  internal  capsule,  or  of 
the  pyramidal  tracts  in  the  posterior  limb. 

As  infection  was  present  in  this,  as  in  the  next  case,  it  was 
important  to  know  if  foci  of  suppuration  were  found  at  the  general 
necropsy.  We  have  already  given  a  digest  of  the  anatomical  find- 
ings. In  addition  to  this  account,  the  records  show  that  the 
omentum  was  large,  covering  the  intestines,  and  adherent  to  the 
sigmoid  flexure  and  brim  of  the  pelvis.  In  the  latter  adhesion 
was  a  small  mass  of  fat  about  the  size  of  a  large  nut,  dark  red, 
showing  on  incision,  a  small  point  of  suppuration  in  the  interior. 

Case  II. — A.  C,  thirty-two  years  old,  white,  was  admitted  to  the  wards 
of  Dr.  Mills,  at  the  Philadelphia  General  Hospital,  October  16,  1904, 
and  died  November  20,  1904.  Her  father  died  two  years  before  her 
admission  of  carcinoma  of  the  stomach;  two  sisters  died  of  puerperal 
sepsis.    Her  husband  denied  all  venereal  disease. 

For  more  than  ten  years  the  patient  had  been  a  hard  drinker  of  both 
beer  and  whiskey,  getting  drunk  about  twice  a  month.  Four  years  before 
her  admission  to  the  hospital  she  was  delivered  of  a  still-born  child.     In 
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the  next  two  years  she  had  two  living  children,  each  dying  under  one 
year  of  age.  Seven  weeks  before  admission  she  was  delivered  of  a 
seven  months'  child,  which  was  also  still-born.  Prior  to  the  onset  of 
labor  she  was  troubled  with  vomiting  and  was  drinking  her  usual  amount 
of  alcoholics,  which  was  said  to  be  about  eight  glasses  of  beer  and  a  half- 
pint  of  whiskey  daily. 

She  was  in  bed  for  about  two  days  and  was  then  around  for  two  days, 
when  she  was  compelled  to  go  back  to  bed  because  of  swelling  and  pain 
in  both  feet  and  legs.  Loss  of  power  in  her  hands  and  arms  and  swelling 
of  her  face  soon  followed.  Her  legs  were  painful  below  the  knees, 
especially  on  their  inner  aspects.  Iter  bowels  were  regular  and  her 
appetite  remained  fair. 

About  three  weeks  after  the  swelling  of  the  feet  was  first  noticed  she 
began  to  ask  foolish  questions  and  make  irrational  remarks,  such  as 
inquiring  whether  her  father,  who  had  been  dead  for  two  years,  was 
still  in  the  house  and  whether  he  had  gone  to  work;  she  also  asked 
that  her  sister,  who  was  also  dead,  should  be  sent  upstairs  to  see  her. 

Examination  showed  the  patient  to  be  a  well-developed  woman,  with 
slightly  flushed  face,  apathetic  expression,  and  semi-closed  eyelids.  She 
turned  her  head  occasionally  from  side  to  side,  but  was  otherwise  per- 
fectly quiet,  lying  with  her  feet  turned  out,  legs  straight,  fingers  slightly 
flexed  upon  the  palms  and  hands  upon  the  forearms.  She  muttered 
occasionally  about  members  of  her  family  and  made  irrelevant  remarks. 
She  answered  questions  with  fair  intelligence,  however,  and  did  as  she 
was  told;  she  lapsed  at  times  into  sleep.  Her  gaze  was  generally  fixed; 
her  pupils  were  small  and  equal,  but  reacted  sluggishly,  if  at  all,  to 
light,  and  but  slightly  to  accommodation.  Ocular  movements  were  good 
in  all  directions. 

The  tongue  was  protruded  evenly  without  difficulty  and  was  not 
tremulous,  but  presented  a  considerable  white  coating  and  a  stringy 
mucous. 

Her  right  forearm  could  be  feebly  flexed  against  resistance  and  her 
left  was  even  weaker.  The  grip  of  the  right  hand  was  poor;  that  of 
the  left  was  still  less.  Neither  hand  could  be  extended  on  the  forearm. 
Sensation  to  pain  and  touch  in  the  upper  extremities  appeared  to  be 
preserved.  Pressure  over  the  bellies  of  the  muscles  of  the  arms  caused 
pain,  as  did  also  rapid  passive  movements.     The  reflexes  were  abolished. 

The  legs  could  be  slightly  flexed,  and  the  feet  slightly  rotated.  Other- 
wise the  woman  was  powerless  to  move  herself  in  bed.  Manipulation  of 
the  feet,  as  in  efforts  to  elicit  ankle  clonus,  caused  pain,  as  did  also  grasp- 
ing the  calf  or  thigh  muscles.  The  knee  jerks  were  both  absent  as  were 
also  ankle  clonus  and  the  Babinski  response. 

Expansion  was  good  on  both  sides  of  the  chest.  The  apex  beat  was 
not  visible.  The  pulse  was  small,  of  poor  force,  and  slightly  accelerated. 
The  cardiac  impulse  was  feebly  felt  in  the  fifth  interspace  in  the  mid- 
clavicular line.     An  area  of  dulness  extended  from  the  third  rib  to  the 
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left  edge  of  the  sternum  and  to  one-half  inch  outside  of  the  mid-clavicular 
line.  The  percussion  note  was  good  over  both  lungs  and  the  breatn 
sounds  were  clear.  The  liver  dulness  began  above  the  fifth  rib,  but  the 
organ  could  be  felt  below  the  costal  border;  the  spleen  could  not  be 
felt  below  this  border. 

This  woman's  physical  and  mental  condition  did  not  change  much 
during  the  time  she  was  in  the  hospital,  except  that  it  got  worse  during 
the  last  few  days  of  her  life.  She  continued  to  be  helpless  in  her  limbs 
and  to  have  pain,  both  subjective  and  on  handling  them  so  as  to  compress 
the  nerves   and  muscles. 

She  was  put  on  the  usual  treatment  for  multiple  neuritis  consisting 
of  the  internal  use  of  small  doses  of  mercury  and  of  the  salicylates, 
iodides,  and  bromides,  her  other  treatment  being  symptomatic  and  chiefly 
remedies  to  relieve  pain  and  produce  sleep. 

She  died  November  20,  two  days  before  her  death  developing  great 
weakness,  which  passed  into  stupor. 

In  this  case,  as  in  the  preceding  case,  sections  were  made 
from  the  lumbar  and  cervical  portions  of  the  spinal  cord  and  from 
the  oblongata  and  pons ;  also  in  the  cerebrum  from  the  paracen- 
tral lobules,  the  angular  gyre,  the  midprecentral,  occipital,  cal- 
carine  and  temporal  regions.  In  addition  sections  were  made 
from  muscle  tissue  and  from  the  trigeminal,  abducens,  and  facial 
nerves ;  also,  as  in  Case  I,  from  the  anterior  half  of  the  entire 
cerebral  hemisphere.  The  sections  from  this  case  were  stained 
in  the  same  manner  as  those  from  Case  I. 

The  sections  made  from  the  lumbar  region  showed  great  degen- 
eration of  many  of  the  anterior  cornual  cells,  this  being  evidenced 
by  a  disappearance  of  dendritic  processes,  by  peripheral  displace- 
ment of  the  nucleus,  and  by  central  chromatolysis.  The  changes 
in  the  cervical  cord  were  the  same  as  in  the  lumbar  region, 
although  possibly  less  intense.  In  the  gray  matter  of  the  anterior 
horn  were  seen  several  small  hemorrhages.  In  this  case,  as  in  the 
previous  one,  the  examination  of  the  Weigert  preparation  of  the 
anterior  half  of  the  cerebral  hemisphere  proved  negative;  the 
fronto-thalamic  band  and  pyramidal  tracts  were  normal. 

By  the  Marchi  method  the  oblongata  and  the  lumbar  cord 
showed  no  typical  degeneration.  Sections  of  the  oblongata  stained 
by  the  Nissl  method  showed  a  number  of  hemorrhages  in  the 
posterior  part.  In  this  locality  was  also  found  a  very  pronounced 
perivascular  round  cell  infiltration.  There  was  no  round  cell 
infiltration  of  the  pia;  it  was  remarkable  that  this  perivascular 
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round  cell  infiltration  within  the  oblongata  should  be  so  sharply 
confined  to  one  or  two  vessels  and  should  be  so  intense.  At  a 
higher  level,  was  seen  a  slight  round  cell  infiltration  in  the  pia. 

In  the  anterior  part  of  the  pons  was  a  collection  of  round  cells 
in  close  juxtaposition  to  a  blood  vessel.  This  collection  was 
similar  to  those  found  in  the  previous  case. 

The  paracentral  lobules  in  this  case  seemed  normal,  as  regards 
the  nerve  cells,  but  the  pia  was  considerably  thickened,  and  along 
its  outer  edge  were  found  occasionally  proliferation  of  endothelial 
cells  forming  distinct  masses  like  those  described  by  Spiller  ^  in 
a  case  of  lead  encephalopathy.  The  pia  was  in  many  places 
firmly  adherent  to  the  cortex  and  presented  an  increase  in  the 
number  of  nuclei.  The  calcarine,  precentral,  angular  gyre,  the 
occipital  and  frontal  regions  presented  no  abnormalities. 

Sections  of  the  trigeminal  nerve  stained  by  the  Marchi,  the  acid- 
fuchsin,  and  the  Weigert  method  appeared  normal. 

As  the  only  post-mortem  investigation  made  in  this  case  was 
of  the  nervous  system  and  some  of  the  muscles,  we  have  no  facts 
regarding  the  existence  of  purulent  foci  in  any  part  of  the 
body. 

Case  I  was  clearly  one  of  advanced  polyneuritis.  The  nerves 
of  both  the  lower  and  upper  extremities  were  extensively  involved 
in  the  inflammatory  and  degenerative  process,  as  shown  by  the 
symptoms  during  life  and  also  by  the  microscopical  investigation. 
Some  of  the  muscle  masses  were  also  tender  to  pressure  and  the 
pathological  examination  showed  degeneration  of  the  muscle 
fibers  as  well  as  of  the  nerves  entering  the  muscles.  While  it 
was  not  possible,  owing  to  the  condition  of  mental  excitement 
and  degradation  present,  to  develop  many  of  the  typical  symptoms 
of  the  polyneuritic  psychosis,  sufficient  was  obtainable  to  make 
justifiable  the  diagnosis  of  Korsakoff's  disease.  For  a  time  the 
patient  was  in  an  excited,  almost  maniacal,  state.  A  few  pseudo- 
reminiscences  or  memorial  fabrications  were  noted,  and  her  mental 
condition  was  evidently  one  of  extreme  delusion  and  confusion, 
obscured  somewhat  by  her  low  state  of  vitality. 

The  disease  had  developed  during  pregnancy  and  came  to  its 
height  shortly  after  delivery,  illustrating  the  fact  to  which  atten- 

®  Spiller,  Wm.  G.,  Journal  of  Medical  Research,  1904. 
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tion  has  already  been  called  that  the  disease  not  infrequently 
occurs  as  the  result  of  some  special  infection  or  poison  in  alcoholic 
patients,  the  chronic  alcoholism  having  produced  the  condition  of 
non-resistance. 

The  toxic  effects  of  alcohol  are,  however,  sufficient  in  them- 
selves to  establish  the  disease.  In  a  long  experience  with  cases 
of  multiple  neuritis,  not  a  few  of  which  have  shown  mental  symp- 
toms of  the  Korsakoff  type,  we  have  seen  a  considerable  number 
of  cases  in  which  alcohol  was  the  only  ascertainable  etiological 
factor. 

In  Case  II  the  multiple  neuritis  developed  in  connection  with 
the  puerperal  state,  the  patient  having  been  delivered  of  a  still- 
born child  seven  weeks  before  admission.  The  swelling  and 
pain  in  her  feet  which  inaugurated  the  disease  came  on  a  few 
days  after  the  premature  delivery.  The  physical  symptoms  pres- 
ent were  clearly  those  of  multiple  neuritis,  such  as  pain,  tender- 
ness to  pressure  over  nerves  and  on  handling  muscle  masses, 
paralysis  and  lost  deep  and  superficial  reflexes.  Owing  to  the 
rapidity  with  which  the  case  passed  into  an  apathetic  and  then 
stuporous  state,  the  mental  symptoms  noted  were  not  numerous. 
She  showed,  however,  impaired  memory  for  recent  and  remote 
events,  a  confused  and  delusional  state,  and  disorientation.  She 
talked  about  her  father  and  her  mother,  who  had  been  dead  for 
some  time,  as  if  they  were  present  in  the  house. 

The  findings  in  this  case,  so  far  as  the  nerves,  muscles,  and 
spinal  cord  were  concerned,  were  similar  to  those  in  Case  I.  The 
cells  of  the  cerebral  cortex  which  were  studied  in  various  regions 
as  indicated  in  the  report  did  not  present  the  same  post-inflamma- 
tory and  degenerative  conditions  which  were  noticeable  in  similar 
areas  in  Case  I.  The  pia,  however,  showed  more  involvement 
and  was  more  adherent. 

In  both  cases  here  considered  the  muscle  fibers  were  degenerated 
as  in  the  case  described  by  Cole,  who  holds  that  it  is  probable 
that  the  changes  in  muscle  fiber  are  due  to  the  direct  action  of 
toxin  on  true  muscular  tissue ;  that  the  interstitial  fibrosis  often 
present  is  an  end  product  and  not  a  primary  affection.  He  also 
believes  that  one  reason  why  the  nerves  in  the  limbs  are  more 
affected  in  the  disease  is  because  of  their  passage  through  muscle 
masses  in  which  they  are  more  bathed  in  poisonous  lymph.     Our 
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experience,  not  only  with  the  cases  under  observation,  but  with 
many  others  observed  at  the  Philadelphia  General  Hospital  and 
elsewhere  has  been  that  grasping  muscle  masses  or  otherwise 
manipulating  them  usually  causes  extreme  pain ;  as  much  indeed 
as  that  caused  by  more  direct  pressure  upon  more  exposed  nerves, 
as  for  instance,  upon  the  nerve  trunks  in  the  popliteal  space  or  in 
the  foot. 

A  study  of  our  cases  would  seem  to  show  that  the  neuron  as  a 
whole  was  attacked  by  poison  causing  the  disease ;  not  its  distal  or 
medial  portion  or  the  nerve  cells  alone.  The  conditions  present 
in  the  peripheral  distribution  of  the  nerves  and  in  the  cell  bodies  in 
the  ventral  horns  seem  to  clearly  point  to  this  conclusion.  In  a 
paper  on  Landry's  paralysis,  written  in  collaboration  with  Dr. 
Spiller  by  one  of  us  (Dr.  Mills ),^  this  same  conclusion  was 
reached,  namely,  that  in  some  cases  at  least,  the  neuron  as  a  whole 
was  attacked  by  the  toxin  of  the  disease,  and  not  simply  its  periph- 
ery or  its  central  portion. 

The  Argyll-Robertson  pupils  were  not  present  in  our  cases — 
a  fact  of  not  as  much  diagnostic  importance  as  in  cases  of  the 
so-called  neuritic  pseudo-tabes — cases  able  to  go  around,  but 
showing  decided  paresis  and  ataxia.  The  absence  of  the  symptom, 
however,  in  cases  of  such  severity  indicates  its  diagnostic  value 
in  other  more  doubtful  cases.  Cole  properly  makes  a  strong 
point  of  the  absence  of  the  Argyll-Robertson  pupil  in  pseudo- 
tabes, believing  that  more  than  any  other  symptom  it  separates 
this  disease  from  true  tabes. 

We  shall  content  ourselves  with  the  presentation  of  clinical  his- 
tories and  pathological  findings  in  these  cases  and  a  brief  refer- 
ence to  a  few  of  the  more  recent  contributions  on  the  subject  of 
the  pathology  of  the  polyneuritic  psychosis.  The  results  obtained 
in  the  study  of  our  cases  can  be  compared  with  advantage  to  those 
detailed  in  these  contributions.  The  microscopical  findings  in  our 
cases  would  seem  to  bear  out  some  of  the  most  important  con- 
clusions of  Cole.  This  writer  made  a  careful  study  of  three  cases 
of  chronic  alcoholism  with  neuritic  disorders  and  changes  in  the 
central  nervous  system. 

'Mills,  C.  K.  and  Spiller,  Wm.  G.,  Journ.  of  Nerv.  and  Ment.  Dis., 
June,  1898. 
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These  observations,  according  to  him,  suggested  the  following : 
(i)  That  the  peripheral  and  central  lesions  express  a  nervous 
degeneration  of  toxic  origin,  in  the  production  of  which  no 
essential  part  is  played  by  changes  in  interstitial  tissues  supporting 
the  nervous  structures,  or  by  changes  in  the  blood  vessels  con- 
cerned with  their  nutrition.  (2)  The  changes  in  the  nerve-cells 
are  not  the  mere  results  of  antecedent  damage  of  nerve  fibers, 
but  the  changes  in  the  fibers  and  cells  together  express  a  highly 
selective  affection  of  whole  neurons.  (3)  The  peripheral  neuritis 
is  simply  a  local  expression  of  this  affection,  and  is  not  of  purely 
local  and  peripheral  causation.  (4)  The  lesion  of  peripheral 
neurons  is  only  one  of  many  manifestations  of  the  disease,  and 
is  accompanied  by  lesions  identical  in  nature,  affecting  many 
groups  of  neurons  situated  entirely  within  the  central  nervous 
system.  (5)  The  central  changes  are  not  attributable  to  the 
peripheral  neuritis,  and  though  in  some  cases  the  peripheral 
neurons  are  mainly  affected,  in  others  the  morbid  process  chiefly 
implicates  central  neurons ;  but  these  two  groups  of  cases  do  not 
appear  to  be  sharply  divided. 

With  regard  to  the  mental  disorder  in  Korsakoff's  disease.  Cole 
says  that  this  is  probably  related  in  some  way  to  the  cortical 
changes,  an  opinion  with  which  we  accord. 

In  Cole's  study  of  his  three  cases  is  given  an  interesting  table 
in  which  is  shown  at  a  glance  the  changes  in  the  peripheral  nervous 
system,  the  central  nervous  system,  and  the  vessels. 

Sims  has  recorded  the  anatomical  findings  in  two  cases  of 
Korsakoff's  disease.  In  the  first  of  these  two  cases  the  most 
important  findings  were : 

Slight  arteriosclerosis,  hypostatic  pneumonia,  fatty  infiltration 
of  the  liver,  acute  degenerations  of  many  of  the  peripheral  nerves, 
axonal  reaction  in  cells  of  the  anterior  horns,  Clark's  columns, 
and  many  cranial  nerve  nuclei,  degeneration  in  the  posterior 
columns,  direct  cerebellar  tracts,  and  the  root  bundles,  and 
moderate  accute  alteration  of  the  cortical  cells. 

In  the  second  case  they  were: 

General  arteriosclerosis  involving  the  aorta  and  coronaries,  fatty 
degeneration  of  the  heart,  liver,  and  kidneys,  acute  bronchitis, 
acute  degenerations  in  the  peripheral  nerves  of  the  lower  extremi- 
ties, and  also  in  the  vagi,  axonal  reaction  in  cells  of  the  anterior 
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cornua,  in  Clark's  columns,  some  cranial  nuclei,  and  the  Betz  cells 
of  the  cortex ;  also,  acute  degeneration  of  the  cortical  radiations, 
and  of  both  motor  and  sensory  systems  of  the  cord,  as  well  as 
degeneration  of  the  cord  not  easily  reconcilable  with  the  systemic 
changes.  Vascular  changes  in  the  cord  and  cortex,  with  numerous 
miscropical  hemorrhages  throughout  the  cerebrum  were  also 
found. 

In  the  Archiv  fur  Psychiatric  und  Nervenkrankheiten,  Dr.  Weh- 
rung  has  reported  thirty-four  cases  of  the  Korsakoff  symptom- 
complex.     The  following  is  a  digest  of  his  findings : 

In  the  spinal  cord  the  following  changes  were  noted :  Ganglion 
cells  rarer,  shriveled  and  processes  lost,  slight  anterior  poliomye- 
litis, congenital  changes  in  the  central  canal,  proliferation  of  con- 
nective tissue  in  the  column  of  Goll,  proliferation  of  connective  tis- 
sue in  right  lateral  column,  ectasia  and  hyperemia  of  vessels  of 
the  cord,  vacuoles  in  ganglion  cells  of  anterior  horns,  increase  in 
nuclei  of  lining  of  central  canal,  partial  degeneration  of  column 
of  Goll,  calcification  in  membrane  of  spinal  cord,  hemorrhages  in 
white  substance  of  cord,  anterior  cornual  cells  stain  more  intensely 
than  normal,  disseminated  degeneration  of  nerve  fibers,  central 
chromatolysis  and  excentric  nucleus,  hydromyelia,  degeneration 
of  root  zone  of  posterior  column,  pigmentation  of  cells  of  anterior 
horns,  proliferation  of  neuroglia  around  anterior  horns,  and  slight 
perivascular  proliferation  of  nuclei. 

In  the  oblongata,  pons  and  brain  generally,  the  following 
changes  were  observed: 

Granular  atrophy  of  pyramidal  cells  of  the  cortex,  pia  oedema- 
tous,  chronic  arachnitis,  decrease  of  tangential  fiber  net  work 
especially  of  frontal  convolutions,  area  of  softening  in  gray  matter 
of  cortex  in  motor  zones,  area  of  softening  in  left  island  of  Reil, 
extensive  hemorrhagic  encephalitis  in  the  gray  matter  in  the 
third  ventricle,  atrophy  of  corpora  mammilaria,  hemorrhagic 
changes  in  distal  nucleus  of  vagus,  calcification  of  vessels  in  brain, 
hemorrhagic  encephalitis  in  thalamus,  softening  in  corona  radiata, 
granular  condition  of  ventricular  ependyma,  hemorrhages  in 
lateral  ventricle,  hemorrhages  in  centrum  ovale,  hemorrhages  in 
nucleus  caudatus,  myxosarcoma  of  right  temporal  convolution, 
sarcoma  of  third  ventricle  with  metastasis  to  fourth,  all  stages  of 
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central  chromatolysis  in  paracentral  lobe,  tumor  of  the  base, 
syphilitic  encephalitis,  and  severe  gliosis. 

In  order  not  to  mislead,  we  would  especially  call  attention 
to  the  fact  that  no  one  case  in  Dr.  Wehrung's^  paper  embodied 
more  than  a  few  of  the  lesions  noted  in  these  tables. 

Reviewing  the  findings  of  Dr.  Wehrung,  it  is  evident  that  while 
many  of  them  fairly  represent  the  pathological  anatomy  of  poly- 
neuritis and  the  polyneuritic  psychosis,  many  others  are  to  be 
regarded  as  simply  coincident  or  accidental  lesions,  having  no 
relation  whatever  with  the  disease  under  discussion. 


*  Wehrung,  Gaston,  Beitrag  zur  Lehre  von  der  Korsakoff'schen 
Psychose  mit  besonderer  Beriicksichtigung  der  pathologischen  Anatomie. 
Ein  Weiterer  Fall.  Archiv  fiir  Psychiatrie  und  Nervenkrankheiten,  Vol. 
XXXIX,  1904-5,  p.  679. 


ALCOHOL  AS  AN  ETIOLOGICAL  FACTOR  IN  MENTAL 

DISEASE. 

By  henry  a.  cotton,  M.  D., 

Danvers   Insane  Hospital^  Hathorne ^  Mass. 

There  is  hardly  any  question  to-day  of  such  importance  and 
interest  to  us  as  physicians  caring  for  the  insane,  as  that  chosen 
for  this  discussion,  and  although  this  may  be  considered  a  socio- 
logical question,  still  our  responsibility  for  its  final  solution  can  not 
be  underestimated. 

The  progress  in  general  medicine  has  been  largely  marked  by 
discoveries  of  preventive  measures  and  by  their  practical  applica- 
tion, a  notable  decrease  in  certain  diseases  has  been  effected.  So 
in  our  province  the  question  of  prophylaxis  is  of  even  greater  im- 
portance than  in  general  medicine  and  we  must  hope  at  present 
for  more  from  this  source  than  from  curative  measures.  We  will 
attempt  to  show  that  alcoholic  excesses,  and  even  moderate  indul- 
gences, are  a  large  factor  in  producing  the  increasing  ratio  of 
insanity  to-day.  If  we  could  make  the  public  at  large  recognize 
this  fact,  much  would  be  accomplished  toward  a  solution  of  this 
problem.  That  this  question,  apart  from  its  religious  and  moral 
aspect,  has  a  direct  bearing  upon  race  hygiene  can  not  be  doubted ; 
but  that  our  counsels  and  warnings  in  this  direction  will  be  heeded 
is  quite  another  question. 

When  it  was  proved  that  malaria  and  yellow  fever  were  directly 
due  to  the  bite  of  certain  species  of  mosquito,  how  quick  the  pub- 
lic were  to  see  their  danger  and  follow  the  directions  that  would 
rid  them  of  these  diseases.  The  same  can  be  said  of  smallpox  and 
other  diseases.  But  with  the  use  and  abuse  of  alcohol  as  in  the 
case  in  venereal  diseases  the  public  as  a  whole  pays  little  attention 
to  the  counsels  of  the  medical  profession  and  as  a  result  we  find  a 
steady  increase  in  the  diseases  the  result  of  these  vices. 

White  ^  who  is  always  quoted  in  regard  to  this  question  says 

^Whiter  Alcohol  and  drug  intoxication.  Reference  hand-book  of  the 
Medical  Sciences,  Vol.  5,  p.  31. 
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''  The  causes  of  drinking  are  intimately  varied  and  infinitely 
bound  up  in  the  heart  of  man — at  once  the  expression  of  his 
strength  and  his  weakness,  his  success  and  failures."  And  in 
view  of  this  condition  we  see  why  it  is  that  our  counsels  are  not 
followed.  Paton  ^  remarks  that  there  is  no  question  to-day  that  is 
in  greater  need  of  being  studied  by  sober  minded  individuals. 
Also  that  the  public  instruction  has  usually  been  based  upon  im- 
perfect observation  and  that  the  facts  are  so  distorted  by  fanatical 
enthusiasm  that  to  say  the  least,  little  good  thus  far  has  been 
done. 

However,  one  needs  but  to  review  the  literature  on  the  subject 
of  alcoholism  to  see  that  a  great  deal  of  scientific  work  has  been 
done  both  in  this  country  and  abroad,  especially  the  latter.  The 
opinions  expressed  are  unanimous  in  regard  to  the  harmful  effects 
of  alcohol  on  the  body  as  well  as  the  mind.  In  order  to  obtain 
some  idea  of  the  relation  of  alcohol  to  insanity,  we  must  neces- 
sarily turn  to  statistics,  which  although  questionable  at  times,  are 
the  only  means  we  have  of  forming  any  opinion  of  this  relation. 

For  convenience  in  considering  this  question,  we  can  divide  the 
etiological  effects  of  alcohol  into  direct,  indirect  or  accessory,  and 
inherited  effects.  Under  the  head  of  direct,  we  will  consider  only 
the  role  of  alcohol  in  causing  distinctive  psychoses,  attributable  to 
the  abuse  of  this  agent  alone. 

Under  the  indirect  effects  we  will  consider  the  influence  of 
alcohol  as  an  accessory  cause  in  the  production  and  modification 
of  other  psychoses.  And  under  the  inherited  effects  we  will  con- 
sider the  effects  of  parental  alcoholism  on  the  offspring. 

Alcohol  as  a  Direct  Cause. 

That  alcohol  is  directly  responsible  for  certain  psychoses  that 
go  to  make  up  a  relatively  large  percentage  of  the  admissions  to 
insane  hospitals  at  the  present  time,  cannot  be  questioned.  If 
one  consults  the  statistics  compiled  in  modern  hospitals  one  is 
easily  convinced  that  the  above  is  true.  That  these  statistics  do 
not  include  all  the  alcoholics  is  plain,  for  a  great  many  habitual 
drinkers,  while  not  legally  insane  are  as  much  a  menace  to  public 
safety  as  those  adjudged  insane,  yet  they  may  never  be  committed. 

"Paton:     Psychiatry,  p.  310. 
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Also  many  cases  of  delirium  tremens  are  treated  outside  of  these 
hospitals  and  do  not  come  into  the  statistics.  Because  of  the 
above  facts,  these  statistics  would  underestimate  rather  than  over- 
estimate the  conditions  as  they  exist.  The  proportion  of  alcoholic 
insanity  to  the  total  insane  is  placed  by  various  observers  from  13 
to  30  per  cent,  according  to  the  community  from  which  they  were 
taken. 

Kraepelin^  reviews  the  statistics  of  the  Psychiatric  Clinic  at 
Munich  for  the  year  ending  1905.  Among  1373  persons  admitted, 
30  per  cent  of  the  male  patients  were  suffering  from  psychoses  due 
directly  to  alcohol  and  6  per  cent  of  the  female  cases. 

The  majority  of  the  alcoholic  cases  admitted  were  simple  drunk- 
enness, while  the  next  largest  group  were  those  classed  among  the 
chronic  types  (31.5  per  cent),  and  only  10  per  cent  of  delirium 
tremens.  This  small  percentage  of  cases  of  delirium  tremens  is 
explained  by  Kraepelin  by  the  fact  that  many  such  cases  are 
treated  outside  the  clinic.  The  remainder,  less  than  20  per  cent, 
were  classified  as  subacute. 

It  is  interesting  to  compare  statistics  from  a  beer-drinking  com- 
munity like  Munich,  with  communities  where  the  people  use 
largely  distilled  liquors.  Kraepelin  found  no  difference  in  the 
psychoses  caused  by  malt  liquors  and  those  caused  by  other  forms 
of  alcohol,  although  a  great  many  of  his  cases  indulged  in  whiskey 
as  well  as  beer.  Mitchell*  gives  statistics  compiled  from  the 
admission  to  the  Danvers  Insane  Hospital  for  five  years  ending 
with  the  fall  of  1903.  He  finds  that  in  13.  i  per  cent  of  the  male 
cases  out  of  a  total  of  1129  admissions  (males)  alcohol  was  the 
direct  factor  in  causing  the  psychoses.  The  dipsomaniacs  are  ex- 
cluded from  this  number,  as  well  as  cases  where  alcohol  was  an 
accessory  factor  in  producing  other  psychoses.  The  percentage 
of  delirium  tremens  is  nearly  three  times  as  large  as  the  percent- 
age of  such  cases  admitted  to  the  Munich  clinic.  This  can  be 
accounted  for  by  the  different  habits  of  drinking  in  the  two  coun- 
tries as  well  as  by  the  fact  that  whiskey  is  used  more  freely  here 
than  in  Germany. 

'  Der  Alcoholismus  in  Miinchen.  Miinchener  Medicinische  Wochen- 
schrift,  April   17,   1906. 

*  Types  of  Alcoholic  Insanity.  American  Journal  of  Insanity,  Vol. 
LXI,  p.  251,  October,  1904. 


164  ALCOHOL    AS    AN    ETIOLOGICAL    FACTOR. 

The  small  percentage  of  the  alcoholic  cases  reported  by  Mitchell, 
is  due  to  the  fact  that  it  is  an  average  for  five  years.  It  is  also 
true  that  our  present  number  of  alcoholic  admissions  come  very 
near  to  the  figures  given  by  Kraepelin.  That  there  is  an  increase 
in  the  cases  of  alcoholic  insanity  the  following  figures  taken  from 
the  annual  reports  from  1903  to  1906  (Danvers  Insane  Hospital) 
will  show : 

Alcoholic  male  cases.  Both  male  and  female. 

1903 19.8  per  cent.  12.6  per  cent. 

1904    18.9        "  13  " 

1905    23  "  14 

1906    25.6        "  15  " 

Here  we  see  that  the  increase  in  cases  for  1906  over  1903  is 
6  per  cent  and  over  the  average  for  a  period  of  five  years  before 
that  the  increase  is  12.6  per  cent  for  the  male.  These  tables  are 
compiled  carefully  and  can  be  taken  as  showing  fairly  accurately 
the  percentage  of  alcoholic  insanity  for  this  period. 

Alcopiol  as  an  Indirect  Cause. 

None  the  less  important  is  the  effect  of  alcohol  as  an  accessory 
cause  in  other  psychoses.  And  here  we  must  again  refer  to  Krae- 
pelin who  has  compiled  so  much  in  the  work  to  which  we  have 
referred.  He  finds  that  in  44.9  per  cent  of  psychoses  not  directly 
due  to  alcohol  this  agent  was  an  important  factor  in  producing  the 
mental  disturbance.  When  male  cases  alone  are  considered,  the 
percentage  reached  61.8.  He  further  analyzes  this  percentage  in 
th(>  various  psychoses. 

Among  the  epileptics,  in  65  per  cent  of  the  male  cases  and  28.5 
per  cent  of  the  female  cases,  alcohol  could  be  held  responsible  for 
their  commitment.  It  is  notably  true  that  in  this  class  of  cases 
alcohol  is  especially  dangerous  and  directly  causes  a  train  of  un- 
pleasant symptoms — acts  of  violence,  dreamy  states,  with  tendency 
to  homicide,  suicide,  and  pyromania — besides  producing  a  very 
unfavorable  effect  upon  the  convulsions.  Among  the  psycho- 
pathic cases,  alcohol  played  a  very  important  role  and  Kraepelin 
gives  the  percentage  as  59  in  the  males  and  46.2  in  all  cases.  He 
considers  that  alcohol  is  almost  entirely  responsible  for  the  mental 
disturbance  in  this  large  number  of  cases,  especially  in  weakening 
the  already  weak  and  unstable  will.    In  42.9  per  cent  of  the  imbe- 
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ciles,  alcohol  appeared  to  be  responsible  for  their  admission  to 
the  clinic.  In  manic-depressive  insanity  alcohol  was  present  in 
45.5  per  cent  of  the  cases  but  often  the  abuse  of  alcohol  can  be 
considered  as  a  symptom  rather  than  a  cause  of  this  disease, 
although  it  modifies  to  some  extent,  the  nature  of  the  attacks.  In 
traumatic  neuroses  alcohol  also  had  an  unfavorable  effect  upon  the 
course  of  the  disease,  and  in  arteriosclerosis  64  per  cent  of  the 
cases  are  alcoholic.  This  last  refers  only  to  arteriosclerosis  as 
effecting  the  brain  and  does  not  show  the  percentage  of  the  effects 
on  other  parts  of  the  body. 

Kraepelin's  views  on  the  influence  of  alcohol  in  producing 
general  paralysis,  while  somewhat  radical,  seems  to  be  based  upon 
sound  premises.  In  this  class  of  cases  it  was  found  that  in  51.9 
per  cent  of  males  and  in  33.9  per  cent  of  females  (46.6  per  cent  in 
all)  alcoholic  excesses  were  present,  and  he  refers  especially  to 
early  excesses  and  not  the  later  excesses  which  may  be  classed  as 
symptoms  of  the  disease. 

This  large  percentage  of  cases  in  which  alcohol  is  present 
was  considered  by  him  as  something  more  than  accidental,  espe- 
cially when  this  is  compared  with  cases  of  dementia  praecox  in 
which  disease  alcohol  has  little  to  do  with  the  causation.  In  the 
latter  class  of  cases  only  14.4  per  cent  of  the  men  and  4  per  cent  of 
the  women  were  alcoholic.  That  this  discrepancy  is  more  marked 
in  the  case  of  the  women,  he  considers  of  the  utmost  importance 
as  showing  the  harmful  effects  of  alcohol  in  people  previously  in- 
fected with  syphilis.  According  to  him  alcohol  is  responsible  for 
the  large  ratio  of  general  paralysis  in  Munich.  As  a  proof  of  this 
he  cites  the  relative  infrequency  of  general  paralysis  in  countries 
where  alcohol  is  but  little  used.  As  an  example  he  mentions  Java, 
where  only  one  general  paralytic  was  observed,  and  Turkey  and 
Arabia,  where  the  disease  is  almost  unknown.  The  relative  infre- 
quency of  general  paralysis  in  women  as  compared  to  men  in 
other  countries,  in  some  instances,  only  i  to  17,  he  considers  due 
to  the  protection  of  women  from  alcoholic  abuses.  Twenty-five 
years  ago  the  proportion  of  female  to  male  cases  in  Munich  was  i 
to  5,  but  at  present  it  is  i  to  2,  and  he  ascribes  this  increase  par- 
tially to  the  use  of  alcohol.  So'  strongly  does  Kraepelin  feel  on 
this  subject  that  he  is  convinced  that  one-third  of  the  cases  of 
general  paralysis  could  be  avoided  if  people  with  syphilis  would 
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abstain  from  alcohol.  And  when  it  is  taken  into  account  that 
three-fourths  of  the  infections  by  syphilis  occur  when  the  con- 
tracting party  is  intoxicated,  it  brings  the  total  of  possible-  pre- 
vention by  abstinence  from  alcohol  to  80  per  cent. 

Inherited  Effects  of  Alcohol. 

The  hereditary  effects  of  alcohol  are  better  understood  when 
we  consider  that  its  harmful  effects  are  transmitted  directly  to  the 
germ  plasm.  Inherited  alcoholism  is  believed  in  by  many,  mean- 
ing in  a  broad  sense  a  predisposition  toward  drinking  habits  and 
inherited  "  tastes  "  for  alcohol.  If  we  subscribe  to  the  dictum  of 
biological  science  to-day,  that  acquired  characters  as  such  are  not 
transmitted,  we  certainly  must  ascribe  a  different  role  of  alcohol 
through  heredity.  We  can  more  easily  harmonize  the  view  that 
alcoholism  in  the  parents,  especially  at  the  time  of  conception, 
affects  the  germ  plasm  and  thus  injures  it  by  its  toxic  effects. 
This  is  the  conclusion  arrived  at  by  modern  investigators  who 
have  had  an  opportunity  of  inquiring  more  minutely  into  this  sub- 
ject. Among  those  who  support  this  view  may  be  mentioned 
Kraepelin,  Forel,  and  Bevan  Lewis.  The  latter'  discusses  this 
subject  at  length  and  goes  even  deeper  into  the  analysis  of  the 
eifect  of  parental  alcoholism  on  the  germ  plasm,  and  he  believes 
in  a  separate  and  distinct  effect  in  paternal  and  maternal  trans- 
mission. According  to  him  epilepsy,  chorea,  hysteria,  moral  and 
impulsive  types  of  insanity  are  the  direct  results  of  paternal  trans- 
mission. In  contradistinction  to  these  "  explosive "  forms  the 
"  quiet "  forms  such  as  congenital  mental  weakness,  imbecility 
and  idiocy  are  the  results  of  maternal  transmission.  This  view  is 
upheld  by  other  observers  who  based  their  opinions  not  only  on 
the  inherent  nature  of  the  male  and  female  elements,  but  also  upon 
facts  gleaned  from  statistics. 

That  this  matter  of  the  transmission  of  the  toxic  eifects  of  alco- 
hol in  injuring  and  interfering  with  the  development  of  the  foetus, 
is  of  more  than  theoretical  importance,  is  easily  seen  when  we 
consider  the  practical  application  of  this  theory.     Forel "  for  ex- 

"  Bevan    Lewis.      Alcohol,    Crime,    and    Insanity.      Journal    of    Mental 
Science,  April,  1906. 
®  Forel :     Die  Alcoholfrage.     Miinchen,   1906. 


HENRY   A.    COTTON.  167 

ample  found  in  some  two  thousand  idiots  in  Switzerland,  that  a 
very  large  majority  had  alcoholic  parents.  He  even  goes  further 
into  his  inquiries  and  finds  in  a  large  majority  of  these  cases  the 
date  of  conception  could  be  definitely  placed  during  carnival  and 
"  fest "  seasons,  at  which  times,  as  is  well  known,  the  people  were 
accustomed  to  drink  a  great  deal  more  than  usual  and  become  in- 
toxicated. Many  other  authors  could  be  cited  as  upholding  this 
view  but  I  think  this  is  sufficient  to  arouse  interest  in  this  phase 
of  the  alcohol  question.  It  is  not  difficult  to  believe  that  the  germ 
plasm  is  thus  affected  materially  when  conception  takes  place 
under  such  unfavorable  conditions.  This  may  also  explain  the 
accidental  occurrence  of  defective  children  in  families  where  the 
other  children  are  normal,  and  no  other  causes  can  be  found  for 
these  accidents. 

If  we  look  at  the  matter  from  another  point  of  view,  we  find 
that  the  progeny  of  habitual  drinkers,  suffers  materially  from  the 
effects  of  alcoholism  in  the  parents.  Kraepelin  quotes  from  the 
investigations  of  Plant  who  observed  29  families  in  which  the 
father  and  mother  were  habitual  drinkers.  The  results  found 
which  can  partially,  at  least,  be  ascribed  to  alcohol  were  as  follows : 

There  were  33  miscarriages  and  183  living  children  in  these 
families:  60  or  32.7  per  cent  died  in  their  first  year,  and  of  98 
children  personally  observed  by  Plant,  58  (59  per  cent)  were 
abnormal ;  35  being  nervous  and  psychopathic,  8  epileptic,  12  imbe- 
ciles and  3  idiots.  Among  the  40  healthy  children,  6  were  weak- 
lings and  retarded  in  their  development,  7  rachitic,  3  scrofulous 
and  I  tuberculous ;  and  of  the  23  mentally  and  physically  normal, 
8  showed  distinct  stigmata  of  degeneration.  These  figures  will 
pretty  well  coincide  with  the  findings  of  other  investigators  and 
when  compared  with  the  children  of  non-drinkers,  the  eft'ects  of 
the  alcohol  are  readily  seen. 

Regarding  miscarriages  and  still-births,  it  has  been  shown  by 
various  observers  that  the  percentage  in  alcoholic  families  is 
greater  than  non-alcoholic.  In  81  families  with  alcoholism  in  the 
parents,  Arrive  ^  found  5.2  per  cent  of  still-births  against  2.8  per 
cent  in  non-alcoholic  families  and  11.64  per  cent  of  miscarriages 

''Arrive:  Quoted  by  Baer  and  Laquer.  Die  Trunksucht  und  ihre 
Abwehr,  p.  89. 
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against  0.64  per  cent  in  the  latter.  Bourneville  *  found  in  idiot 
and  epileptic  children  that  in  35  per  cent  the  father  was  alcoholic 
and  in  only  3  per  cent  was  the  mother  alcoholic.  The  effect  of 
alcoholic  parentage  in  idiots  and  epileptics  some  observers  give  as 
high  as  85  per  cent. 

Conclusions. 

We  might  go  on  indefinitely  quoting  statistics  but  they  would, 
in  the  main,  only  substantiate  the  views  based  upon  what  we  have 
already  quoted ;  i.  e.,  that  alcohol  accounts  for  an  alarming  num- 
ber of  the  commitments  in  the  insane  hospitals  to-day  both  directly, 
indirectly,  and  through  inherited  influences,  and  that  this  per- 
centage is  slowly  but  steadily  increasing. 

The  statistics  given  by  Kraepelin  are  noteworthy  from  the  fact 
that  the  Germans  boast  that  alcohol  (in  the  form  of  beer-drink- 
ing) does  not  effect  them  as  a  nation.  But  these  statistics  would 
tend  to  refute  that  theory  and  I  have  no  doubt  that  the  statistics 
compiled  from  other  communities,  would  coincide  with  those  of 
Kraepelin.  That  a  people  can  become  immune  to  the  effects  of 
alcohol  through  generations  of  drinking  habits,  an  often  quoted 
theory  by  those  who  would  uphold  drinking  in  European  coun- 
tries, has  been  entirely  discredited.  That  they  may  be  able  to 
drink  more  without  its  affecting  them,  may  be  true,  but  there  is  no 
reason  to  believe  that  they  are  not  subject  to  the  same  harmful 
effects  of  alcohol  in  both  body  and  mind,  as  in  those  countries 
where  habitual  drinking  has  not  been  the  order  for  centuries. 

The  problem  as  presented  in  this  country  and  that  abroad  is 
distinctly  different,  in  that  the  difficulties  in  the  way  of  education 
are  much  greater  abroad  than  here.  This  is  partially  true  because 
of  the  difference  in  the  traditions  and  habits  regarding  drinking 
that  holds  sway  in  the  two  countries.  With  us,  although  alco- 
holism is  increasing,  still  drinking  as  such  is  frowned  upon  and  the 
youth  of  the  country  from  moral  and  religious  reasons,  are  taught 
to  abstain  from  alcohol,  although  they  may  depart  from  this  teach- 
ing later.  Contrast  this  state  of  affairs,  with  the  conditions  in 
Germany,  for  example,  where  not  only  is  drinking  upheld,  but 
people  from  childhood  on  are  taught  that  it  is  not  only  right  but 
necessary  to  the  life  of  the  individual. 

*  Bourneville :     Recherches  cliniques,  etc.     Paris,   1904. 
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Among  the  uneducated  classes  hardly  a  man  can  be  found  who 
does  not  believe  that  beer  is  as  necessary  to  him  as  food  and  this 
belief  is  also  shared  to  some  extent  by  the  better  educated  people. 
Coupled  with  these  views  is  the  custom  of  regularly  giving  child- 
ren and  even  babies  beer,  so  that  the  problem  of  education  of  the 
masses  regarding  alcohol  is  an  extremely  difficult  one. 

We  certainly  have  no  such  education  of  the  masses  to  undertake 
and  hence  the  problem  here  though  difficult  enough,  cannot  be 
compared  with  that  in  Europe.  We  cannot  but  admire  such  men 
as  Kraepelin  and  Forel  who  are  leaders  in  the  anti-alcohol  agita- 
tion abroad,  and  at  the  risk  of  being  considered  fanatical  by  a 
large  majority  of  the  people,  not  only  preach  total  abstinence  but 
practice  it  as  well.  With  them  there  is  no  middle  ground  for  they 
believe  that  total  abstinence  is  the  only  solution  of  their  problem. 

From  the  data  presented  in  this  brief  communication,  I  think 
we  are  justified  in  concluding  that  the  problem  with  us  is  serious 
enough  and  worthy  of  our  thoughtful  consideration. 


ARTERIO-SCLEROSIS  IN  RELATION 
TO  MENTAL  DISEASE. 

By  C.  MACFIE  CAMPBELL,  M.  B, 
Pathological  Institute,   Ward's  Island,  Nezu   York  City. 

The  presence  of  arterio-sclerosis  in  cases  of  mental  disease, 
especially  in  advanced  life,  is  comparatively  common  and  often 
appears  to  be  of  little  importance. 

In  some  disorders,  however,  the  mental  and  physical  impair- 
ment is  intimately  related  to  arterio-sclerotic  changes  of  the  cere- 
bral vessels,  and  it  is  this  group  of  cases  to  which  attention  will 
be  directed.  The  role  which  arterio-sclerosis  plays  in  the  involu- 
tion, presenile,  and  senile  psychoses  involves  too  many  general 
questions  to  be  more  than  referred  to. 

Cerebral  arterio-sclerosis  may  be  part  of  a  general  arterio-scle- 
rosis, or  it  may  exist  without  other  vascular  systems  being  impli- 
cated, at  least  to  the  same  degree.  The  absence  of  the  signs  of 
general  arterio-sclerosis  does  not,  therefore,  exclude  the  possi- 
bility of  cerebral  arterio-sclerosis.  The  cardinal  symptoms  of 
arterio-sclerosis  are  increased  blood-pressure,  thickened  peripheral 
arteries,  hypertrophy  of  the  left  ventricle  with  accentuated  second 
sound.  When  in  addition  the  patient  complains  of  headache  and 
dizziness,  marked  fatiguability  and  exhaustion,  and  failure  of 
memory,  cerebral  arterio-sclerosis  is  distinctly  indicated. 

Ophthalmoscopic  examination  gives  still  more  direct  evidence 
of  the  condition  of  the  cerebral  vessels.  In  some  cases  one  can 
even  see  the  indentation  of  veins  by  the  stiffened  arteries,  but 
numerous  other  changes  are  important  diagnostic  aids- 

Cases  of  mental  disorder  based  on  cerebral  arterio-sclerosis  fall 
into  two  main  groups.  In  the  first  the  symptoms  are  less  severe 
and  more  stationary,  and  Alzheimer  calls  this  the  nervous  form 
of  cerebral  arterio-sclerosis.  In  the  second  group  are  included 
the  more  severe  and  progressive  cases  with  a  varied  neurological 
picture  and  extreme  reduction  of  mental  activity.  This  second 
group  has  been  further  subdivided,  but  chiefly  upon  anatomical 
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grounds,  and  the  clinical  differentiation  of  the  various  subgroups 
is  still  incomplete.  It  includes  among  other  forms  Binswanger's 
chronic  progressive  subcortical  encephalitis. 

The  nervous  form  of  cerebral  arterio-sclerosis  is  not  uncommon 
and  many  patients  are  cared  for  at  home  or  in  almshouses.  They 
are  frequently  described  as  cases  of  melancholia,  neurasthenia, 
hypochondria,  etc.  The  onset  of  symptoms  usually  occurs  between 
50  and  60,  but  sometimes  earlier.  The  most  characteristic  symp- 
toms are  headache  and  attacks  of  dizziness,  marked  fatiguability, 
and  memory  defect.  The  headache  is  frequent  and  persistent,  and 
may  be  influenced  by  change  of  blood-pressure,  as  during  strain- 
ing at  stool ;  attacks  of  dizziness  are  common,  especially  in  rela- 
tion to  change  of  position.  Various  subjective  feelings  are  com- 
plained of — pressure  on  the  head,  flickering  before  the  eyes,  buzz- 
ing in  the  ears ;  alcohol  is  not  tolerated  so  well.  The  patient  be- 
gins to  find  difficulty  with  his  work,  especially  in  anything  that 
goes  beyond  the  usual  routine;  his  store  of  memories  is  not  so 
completely  at  his  disposal  as  previously,  he  finds  especial  difficulty 
in  imprinting  new  facts  on  his  mind.  He  is  easily  fatigued  and 
exhausted,  is  irritable  and  depressed,  broods  over  his  failing  en- 
ergy and  exaggerates  his  symptoms.  The  condition  shows  little 
tendency  to  progression,  and  death  is  usually  due  -to  an  apoplectic 
attack,  cardiac  disease,  or  some  intercurrent  affection  such  as 
broncho-pneumonia.  Such  cases  may  show  no  definite  focal  symp- 
toms, or  they  may  have  transitory  attacks  of  weakness  or  apo- 
plectiform attacks  leaving  a  permanent  hemiplegia  with  or  with- 
out additional  symptoms,  such  as  aphasia. 

Post-mortem  the  brain  may  show  little  diminution  in  weight, 
the  striking  feature  is  the  marked  arterio-sclerosis  of  the  cerebral 
vessels,  both  in  cortex,  white  matter  and  basal  ganglia ;  focal  le- 
sions may  be  absent.  Histological  examinations  show  certain 
changes  in  the  cortex,  but  no  marked  disappearance  of  nervous 
tissue. 

To  illustrate  this  form  of  mental  disorder  based  on  arterio- 
sclerosis, a  brief  summary  of  one  case  may  be  given. 

The  patient  was  a  man  of  good  education,  not  alcoholic,  but 
with  a  history  of  syphilis  in  early  life-  About  the  age  of  46  he 
became  very  irritable,  felt  played  out,  gave  up  his  work ;  he  was 
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sleepless  and  restless  at  night,  complained  of  numerous  aches  and 
pains,  was  depressed,  suspicious  of  his  wife,  obstinate ;  he  wor- 
ried a  great  deal  over  his  health,  thought  that  he  would  become 
insane,  dreaded  commitment,  talked  of  suicide.  He  was  com- 
mitted at  the  age  of  55.  The  cardinal  symptoms  of  general  arterio- 
sclerosis were  present,  also  albuminuria ;  in  addition  he  complained 
of  occasional  dizziness  and  faintness,  of  ringing  in  his  ears  and 
intense  headache.  The  face  was  smoothed  out,  the  mouth  some- 
what pouting ;  he  stated  that  he  had  occasional  difficulty  in  swal- 
lowing liquids,  but  none  was  observed.  Innervation  of  the  left 
facial  was  defective,  otherwise  there  was  no  circumscribed  weak- 
ness. His  gait  was  rather  shuffling.  Speech  was  careless  and  slur- 
ring, but  without  the  tremor  or  sticking  of  the  general  paralytic. 
The  writing  was  somewhat  tremulous ;  he  wrote  "  bridiade  "  for 
"  brigade."  On  the  slightest  provocation,  or  even  with  none,  he 
would  develop  a  lachrymose  facies,  but  was  easily  persuaded  to 
smile. 

Mentally  he  was  depressed  over  his  condition,  complained  of 
terrible  nervousness  and  weakness,  was  very  easily  fatigued  by 
mental  operations ;  his  memory  was  poor,  but  retention  fair. 

He  described  the  onset  as  a  gradual  breaking  down ;  "  I  was 
just  like  an  old  man — gradually  gave  out.  I  feel  like  75,  am  only 
55."  He  showed  keen  appreciation  of  his  general  impairment, 
tended  to  exaggerate  physical  ailments. 

After  five  months  in  hospital,  during  which  period  his  condi- 
tion was  stationary,  patient  had  a  general  convulsion,  which  was 
followed  by  stupor,  coma,  and  death. 

Such  cases  as  this  have  been  described  symptomatologically  as 
neurasthenic  melancholia  or  hypochondria,  but  its  close  relation 
to  cerebral  arterio-sclerosis  is  clear.  In  addition  to  the  general 
symptoms — headache,  dizziness,  attacks  of  fainting,  buzzing  in 
the  ears — emphasis  must  be  laid  on  the  slurring  articulation,  the 
difficulty  in  swallowing,  the  lability  of  emotional  expression. 
These  features  at  once  suggest  a  similarity  to  those  cases  of  brain 
disease  where  a  picture  resembling  bulbar  paralysis  is  produced 
by  a  bilateral  interference  with  the  cortical  innervation  of  the  bul- 
bar nuclei  for  movements  of  the  lips,  tongue,  and  pharynx,  i.  e-, 
cases  of  pseudo-bulbar  paralysis.    One  of  the  most  frequent  causes 
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of  this  syndrome  is  arterio-sclerosis  of  the  cerebral  vessels.  It  is 
impossible  to  do  more  than  touch  the  topic  of  explosive  laughter 
and  crying  in  such  patients  as  the  one  just  reported.  Typical  un- 
motived  explosive  laughter  may  occur ;  facile  tearfulness  with 
little  affect  is  also  found.  In  some  cases,  however,  the  affect  itself 
is  somewhat  explosive,  and  not  merel}^  the  facial  expression,  and 
the  amount  of  discrepancy  between  real  affect  and  emotional  ex- 
pression is  variable. 

To  discuss  this  question  adequately  would  involve  an  examina- 
tion of  the  mood  in  the  various  depressions  in  advanced  life,  and 
this  cannot  be  done  here. 

The  points  already  referred  to  show  that  the  group  of  cases 
described  above  has  relations  on  the  one  hand  with  the  various 
depressions  in  advanced  life,  and  on  the  other,  with  organic  brain 
disease  of  vascular  origin.  In  emphasizing  the  arterio-sclerotic 
element  in  the  picture  one  ought  not  to  fail  to  do'  justice  to  the 
other  element — that  element  which  has  received  prominence  in 
the  older  symptomatological  grouping  of  the  cases  as  melancholia 
and  hypochondria.  This  must  be  kept  in  mind  in  view  of  various 
unsolved  problems.  Why  is  cerebral  arterio-sclerosis  in  some 
cases  compatible  with  good  mental  and  physical  health,  while  in 
other  arterio-sclerotics  strength  and  initiative  and  the  power  of 
assimilation  undergo'  marked  impairment  and  the  patient  develops 
an  abnormal  mood  and  morbid  ideas?  In  these  latter  cases  what 
determines  the  onset  of  the  impairment?  The  arterio-sclerosis  is 
not  acute,  but  the  symptoms  may  develop  rapidly.  The  exact  part 
played  by  circulatory  variations  and  renal  insufficiency  in  this  dis- 
order is  well  worth  further  investigation ;  the  literature  does  not 
contain  many  cases  which  have  been  fully  studied  from  this  point 
of  view. 

In  the  nervous  form  of  cerebral  arterio-sclerosis  the  mental 
level  of  the  patient  may  remain  practically  stationary  for  years, 
although  slow  progressive  decline,  varied  by  little  episodes  which 
may  necessitate  commitment,  is  common ;  in  some  cases  of  cerebral 
arterio-sclerosis  the  patient  may  go  down-hill  with  surprising 
rapidity  presenting  a  picture  of  extreme  general  feebleness  and 
confusion.  Such  v/as  the  course  in  the  case  of  a  man  of  51,  with 
slight  cardiac  hypertrophy  and  mitral  incompetence  with  no  albu- 
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minuria,  whose  brain  presented  a  very  definite  arterio-sclerosis. 
No  adequate  cause  could  be  found  for  the  extremely  rapid  decline 
in  this  case.  The  cases  of  still  more  pronounced  mental  impair- 
ment based  on  arterio-sclerosis  are  grouped  by  Alzheimer  under 
the  title:  Severe  Progressive  Arterio-sclerotic  Brain  Degenera- 
tion. The  disorder  may  here  begin  with  the  same  symptoms  as 
in  the  nervous  form,  but  instead  of  remaining  at  the  same  level 
the  patient,  if  he  does  not  succumb  to  one  of  a  series  of  attacks, 
may  be  reduced  step  by  step  to  a  state  of  the  most  profound  de- 
mentia, in  which  vegetative  condition  he  may  exist  a  considerable 
time  with  occasional  unexpected  flickers  of  intelligence. 

In  the  early  stage,  as  in  the  nervous  form,  there  is  restlessness, 
irritability,  a  depressed  and  tearful  mood,  considerable  mental 
sluggishness,  difficulty  of  recalling  and  using  the  store  of  memo- 
ries, impaired  ability  to  receive  and  retain  new  impressions.  As 
the  disease  progresses  the  mental  processes  become  still  more  slug- 
gish, the  patient's  store  of  ideas  becomes  more  and  more  impov- 
erished, elaboration  of  new  material  ceases,  life  becomes  almost 
vegetative.  From  the  first  one  notices  that  the  mental  possibilities 
of  the  patient  show  considerable  variation  from  time  to  time ;  and 
even  in  the  advanced  stages  there  are  brighter  moments  when  he 
gives  evidence  of  transitory  grasp  of  environment  or  may  utter 
fragmentary  references  to  past  incidents ;  the  persistence,  even  in 
the  latest  stages,  of  insight  into  his  unfortunate  condition  is  very 
striking. 

The  dementia  reaches  a  degree  comparable  to  that  of  the  gen- 
eral paralytic;  but  it  is  rather  an  extreme  reduction  than  a  total 
disintegration  ;  the  elements  left  are  fragmentary,  but  not  distorted 
nor  grotesque. 

Such  is  the  general  scheme  of  the  mental  decline,  but  this  is 
diversified  by  various  morbid  ideas  usually  of  a  depressive  or 
persecutory  nature;  from  time  to  time  there  are  delirious  inci- 
dents, episodes  of  bewilderment  or  uneasiness,  attacks  of  excite- 
ment with  delusions  and  hallucinations.  The  history  of  the  physi- 
cal decline  may  be  very  complicated  and  include  attacks  of  differ- 
ent kinds,  with  a  great  variety  of  residual  defect  symptoms ;  in 
these  cases  one  has  the  opportunity  of  studying  hemiplegic  at- 
tacks, transitory  or  permanent  hemianopias  with  the  phenomena 
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of  conjugate  deviation,  aphasias,  asymbolias,  and  a  great  variety 
of  irritative  phenomena.  The  neurological  episodes  include  at- 
tacks of  dizziness,  general  epileptiform  attacks,  apoplectiform 
attacks,  attacks  confined  to  localized  twitching.  During  these 
latter  attacks  the  patient  may  be  quite  conscious  and  converse  with 
the  physician,  or  he  may  only  make  fragmentary  delirious  utter- 
ances, or  consciousness  may  be  lost  altogether. 

The  resulting  defect  symptoms  give  rise  to  a  very  complicated 
neurological  status.  In  addition  the  pupils  may  be  sluggish  or 
quite  rigid.  The  speech  is  usually  slurring.  A  moderate  lympho- 
cytosis of  the  cerebro-spinal  fluid  is  sometimes  found- 

The  brain  shows  a  more  severe  degeneration  than  in  the  ner- 
vous form  of  cerebral  arterio-sclerosis.  The  weight  is  usually 
diminished,  and  the  white  substance  shows  very  pronounced 
changes,  while  numerous  focal  softenings  may  be  present. 

Clinically  it  may  be  very  difficult  to  diagnose  such  a  picture 
from  dementia  paralytica  with  focal  symptoms,  and  from  senile 
dementia  with  focal  symptoms.  In  general,  as  Alzheimer  says, 
the  paralytic  and  senile  dement  strike  one  as  insane;  while  with 
the  arterio-sclerotic  dement  the  "  crazy  element "  in  the  picture  is 
less  striking.  The  physical  signs  of  general  paralysis  with  the 
crazy  ideas  and  general  mental  disintegration  usually  enable  the 
diagnosis  to  be  made ;  while  the  typical  senile  dement  with  focal 
symptoms  shows  a  distinctive  mental  picture  in  which  disorienta- 
tion, a  tendency  to  confabulation  and  crazy  ideas  are  prominent 
features. 

These  general  diagnostic  points  are,  however,  insufficient,  and 
the  relation  of  the  senile  psychoses  to  arterio-sclerotic  dementia 
is  complicated.  Even  patients  presenting  the  less  severe  form  of 
cerebral  arterio-sclerosis  may  have  episodes  which  are  indistin- 
guishable from  those  of  the  ordinary  senile  dement.  We  know 
little  about  the  aetiology  of  senile  dementia,  and  of  its  various 
forms.  It  is  possible  that  in  certain  cases  of  arterio-sclerosis  there 
is  a  combination  of  phenomena  due  to  the  vascular  changes  with 
others  of  so-called  senile  origin. 

The  term  arterio-sclerotic  dementia  is  justified  by  the  promi- 
nence both  clinically  and  anatomically  of  certain  changes  of  vascu- 
lar origin,  but  it  must  be  emphasized  that  the  whole  picture  is 
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very  complex,  and  that  the  complication  of  arterio-sclerosis  with 
senile  or  other  changes  is  not  to  be  excluded. 

Correlation  of  definite  focal  lesions  with  certain  neurological 
symptoms  is  possible,  but  any  detailed  correlation  of  mental  de- 
fects with  anatomical  changes  is  premature. 

A  patient  at  present  under  observation  illustrates  well  the  limits 
of  our  knowledge  with  regard  to  the  organic  dementias.  He  is  a 
man  of  60,  profoundly  demented,  who  now  only  shows  signs  of 
mental  activity  by  uttering  occasionally  an  almost  inarticulate 
remark. 

At  the  age  of  45  he  began  to  fail  mentally ;  at  the  age  of  58  he 
had  a  general  convulsion,  and  was  admitted  to  hospital.  During 
the  two  years  of  hospital  residence  he  has  shown  progressive  de- 
cline, such  as  one  meets  in  severe  progressive  cerebral  arterio- 
sclerosis ;  he  has  manifested  no  delusions,  and  has  even  in  the  late 
stages  shown  remarkable  persistence  of  insight  into  his  general 
impairment.  The  neurological  history  has  been  varied ;  attacks  of 
different  kinds  have  been  frequent.  Right-sided  hemianopia  and 
right-sided  sign  of  Babinski  are  permanent  residuals  from  attacks 
in  hospital-  Numerous  attacks  consisted  in  transitory  left-sided 
hemianopia,  irritative  and  paralytic  phenomena  in  the  left  face 
and  arm,  and  anaesthesia  of  the  same  region.  The  knee-jerks  have 
been  absent  since  admission  to  the  hospital ;  the  cerebro-spinal 
fluid  shows  a  well-marked  lymphocytosis ;  the  sign  of  Romberg 
has  been  observed.  Since  admission  the  pupils  have  become  more 
and  more  sluggish  and  somewhat  irregular;  the  speech  is  ex- 
tremely slurring,  but  not  suggestive  of  general  paralysis. 

Peripheral  arterio-sclerosis  is  well-miarked  with  high  blood- 
pressure  and  cardiac  hypertrophy ;  there  is  no  evidence  of  renal 
insufficiency. 

The  general  nature  of  the  mental  reduction  is  similar  to  that  in 
severe  progressive  cerebral  arterio-sclerosis.  The  irritative  and 
paralytic  phenomena  are  compatible  with  cerebral  arterio-sclerosis, 
but  our  present  knowledge  of  such  attacks  has  too  little  definition 
for  them  to  give  much  aid  in  the  diagnosis. 

The  absence  of  knee-jerks,  sign  of  Romberg,  marked  lymphocy- 
tosis in  the  cerebro-spinal  fluid,  sluggish  irregular  pupils,  force 
one  to  reserve  the  diagnosis ;  for  it  is  not  as  yet  sufficiently  estab- 
12 
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lished  what  weight  is  to  be  laid  on  these  signs,  individually  and 
collectively,  in  the  clinical  differentiation  of  the  organic  dementias. 

The  presence  of  epileptiform  convulsions  in  cerebral  arterio- 
sclerosis has  already  been  mentioned ;  in  some  cases  these  convul- 
sions are  the  most  prominent  feature  of  the  disease.  The  patient 
may  show  no  mental  impairment,  or  the  convulsions  may  occur 
along  with  other  characteristic  physical  and  mental  symptoms. 
That  the  circulatory  system  has  an  important  relation  to  the  con- 
vulsions is  shown  in  some  cases  by  the  results  of  treatment  of  the 
cardio-vascular  disorder.  The  fact  that  in  certain  arterio-scle- 
rotic  epileptics  compression  of  the  carotids  may  bring  on  convul- 
sions points  in  the  same  direction. 

In  young  epileptics  with  valvular  lesions  the  occurrence  of  fits 
in  positions  which  embarrass  the  circulation,  and  the  reduction  of 
the  number  of  fits  under  cardiac  stimulants,  confirm  this  point  of 
view. 

That  renal  incompetency  may  be  in  some  cases  an  important 
element  is  possible,  but  well-marked  cases  of  senile  epilepsy  may 
show  no  evidence  of  kidney  trouble.  Even  though  the  cardio-vas- 
cular disorder  may  explain  the  occasion  for  the  occurrence  of  the 
fit,  it  does  not  explain  why  only  certain  individuals  should  give 
this  reaction  to  the  disease.  This  question  is  quite  obscure,  and 
one  must  admit  that  the  aetiology  of  senile  epilepsy  is  in  the  same 
condition  as  that  of  epilepsy  in  young  life.  As  to  the  general 
symptomatology  of  those  cases  of  senile  epilepsy  with  pronounced 
arterio-sclerosis,  in  the  intervals  between  the  fits  the  patient  may 
show  little  defect,  or  he  may  show,  in  more  or  less  pronounced 
degree,  the  symptoms  characteristic  of  the  nervous  form  of  ar- 
terio-sclerosis. The  attacks  may  not  be  limited  to  general 
convulsions- 

A  patient  63  years  of  age,  at  present  under  observation,  has,  in 
addition  to  typical  epileptic  fits,  shown  a  variety  of  attacks  without 
any  motor  implication.  The  attacks  have  been  of  the  nature  of  a 
transitory  loss  of  consciousness  of  a  few  moments'  duration,  or  of 
transitory  confusion,  or  of  a  ''  Dammerzustand,"  or  delirious  epi- 
sodes, or  of  episodes  of  exaggerated  irritability,  suspicion,  and 
indignation  with  ideas  of  reference,  and  possibly  hallucinations. 

This  patient  has  excellent  insight  between  the  attacks  and  is 
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keenly  aware  of  his  poor  memory  and  retention ;  he  has  a  perma- 
nent tendency  towards  ideas  of  reference.  Of  late  he  has  devel- 
oped certain  ideas  of  greatness,  a  rather  unusual  feature. 

Summary. 

I.  While  arterio-sclerosis  of  some  degree  is  a  commonplace 
finding  in  cases  of  mental  disorders,  especially  in  advanced  life, 
there  are  cases  where  the  cardio-vascular  disorder  seems  to  be  the 
central  element  in  the  clinical  and  anatomical  picture. 

II.  Certain  cases  symptomatologically  described  as  melancholia, 
hypochondria,  neurasthenia,  etc.,  may  be  better  grouped  on  setio- 
logical  grounds  as  cases  of  arterio-sclerotic  brain  disorder ;  while 
the  arterio-sclerosis  is  an  important  factor,  the  factors  which  led 
to  the  symptomatological  grouping  are  not  to  be  neglected.  This 
necessitates  the  analysis  of  the  depressions  in  advanced  life. 

III.  In  certain  cases  of  organic  dementia  the  arterio-sclerotic 
changes  are  obviously  the  most  important  element  in  the  process 
and  the  term  arterio-sclerotic  dementia  is  justifiable ;  but  the  rela- 
tion of  certain  mental  symptoms  to  similar  ones  in  the  presenile 
and  senile  psychoses  must  be  kept  in  mind.  This  necessitates  the 
analysis  of  the  presenile  and  senile  psychoses. 

It  is  premature  to  correlate  the  whole  symptomatology  with  the 
arterio-sclerotic  part  of  the  anatomical  findings. 

IV.  The  neurological  picture  in  advanced  cerebral  arterio-scle- 
rosis is  still  ill-defined ;  and  for  the  differential  diagnosis  of  the 
various  organic  dementias  further  clinical  material  is  required- 

V.  In  certain  cases  of  epilepsy  with  onset  in  late  life,  the  con- 
vulsions and  general  symptomatology  are  closely  related  to  arterio- 
sclerosis. 

DISCUSSION. 

Dr.  a.  Meyer. — It  would  hardly  be  fair  to  detain  you  at  this  late  hour 
by  entering  upon  a  detailed  discussion  of  the  papers  presented,  but  I  should 
like  to  state  that  the  papers  of  this  evening,  so  far  as  I  heard  them,  point 
to  a  valuable  extension  of  the  fields  of  clinical  investigation  of  somatic 
disorders.  It  is  remarkable  to  note  the  frequency  of  infectious  processes 
in  the  alcoholic  disorders  especially  of  polyneuritis  and  equally  interesting 
that  this  extension  of  our  know^ledge  of  the  role  of  arteriosclerotic  dis- 
orders comes  with  a  greater  extension  of  work  on  arteriosclerosis  in 
general  medicine.     In  both  of  these  directions  our  clinical  problems  get  a 
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much  more  live  interest  in  developments  in  which  we  may  become  able  to 
introduce  some  therapeutic  factors,  if  we  learn  to  recognize  the  condition 
in  time  and  to  size  up  the  principles  involved.  I  must  confess  that  I  am 
very  glad  indeed  to  have  had  an  opportunity  to  hear  these  papers,  and  I 
think  they  mark  in  many  directions  a  spirit  of  activity  that  is  most  heartily 
to  be  commended. 


THE  NEED  OF  POPULAR  LECTURES  ON  INSANITY. 

By  henry  R.  STEDMAN,  M.  D., 
Brookline,  Mass. 

A  very  limited  experience,  it  is  safe  to  say,  is  enough  to  satisfy 
any  alienist  that  far  less  is  known  and  that  more  mistaken  notions 
prevail  about  insanity  and  the  insane  among  people  generally  than 
is  the  case  in  any  other  department  of  medicine. 

This  surprising  public  ignorance  is  found  among  the  unthinking 
and  the  educated  alike,  and  together  with  other  harmful  results 
has  long  exposed  physicians  and  their  subordinates  in  hospitals 
for  the  insane  to  misrepresentation  and  reproach  and  the  relatives 
and  friends  of  the  inmates  of  these  institutions  to  constant  uneasi- 
ness and  sometimes  the  greatest  anxiety  through  sensational  and 
false  reports  regarding  their  treatment.  It  is  also  reasonable  to 
believe  that  much  of  this  might  be  averted  or  greatly  modified  by 
the  dissemination  of  accurate  information  from  authoritative 
sources  regarding  the  disease  and  the  methods  employed  in  treat- 
ing it,  the  safeguards  against  illegal  commitment  and  abuse  of 
patients  in  hospitals,  as  well  as  the  comfortable  housing,  good  gen- 
eral care  and  medical  attendance  they  receive.  To  be  sure,  hospi- 
tal reports  might  often  tell  the  story  if  they  ever  reached  the 
friends  of  the  ordinary  patient  and  were  not  too  full  of  other 
matter  to  appeal  to  them. 

For  much  of  this  ignorance  there  is  abundant  reason.  By  the 
very  nature  of  their  disease,  the  mass  of  insane  patients  must  of 
necessity  be  cared  for  in  hospitals  at  a  distance  from  home  for 
long  periods,  where  their  relatives  can  see  them  but  seldom.  Thus 
the  opportunities  for  observing  the  patient  and  his  disease  close  at 
hand  that  obtain  in  cases  of  physical  disorders,  and  familiarizing 
themselves  with  his  true  condition  and  the  difficulties  of  his  proper 
management,  aided  by  the  information  and  advice  of  the  physician 
is  in  most  cases,  except,  perhaps,  for  a  few  days,  practically  impos- 
sible. The  same  reason  explains  in  a  measure  the  unfamiliarity  of 
the  general  practitioner  with  insanity  and  the  fact  that  there  is  no 


l82  NEED   OF   POPULAR  LECTURES   ON   INSANITY. 

branch  of  medicine  in  regard  to  which  physicians  who  are  not 
engaged  in  the  practice  of  it  are  so  ready  to  admit  their  ignorance, 
and  no  class  of  cases  which  they  are  more  anxious  to  avoid. 

The  usual  avenues  of  information  about  the  disease  thus  closed 
against  it,  it  is  natural  that  the  popular  belief  should  be  satisfied 
with  the  insanity  of  the  newspaper,  the  periodical  and  the  novel, 
that  people  should  run  after  false  prophets,  and  that  secrecy  and 
mystery  should  shroud  the  disease,  begetting  false  and  impossible 
ideas  of  its  victims  and  keeping  alive  the  prejudice  regarding 
their  treatment  which  still  exists  after  so  many  years  of  progress 
in  the  amelioration  of  their  lot. 

But  it  is  by  no  means  in  this  direction  alone  that  the  popular 
ignorance  and  error  regarding  insanity  manifests  itself.  There 
are  few  aspects  of  the  disease,  in  fact,  which  do  not  call  urgently 
for  public  enlightenment.  How  little  is  generally  known  of  the 
signs  of  approaching  insanity,  for  example,  and  how  common  an 
experience  it  is  to  see  plain  indications  of  the  disease  disregarded 
until  an  overt  act,  sometimes  disastrous,  even  fatal,  has  occurred. 
Of  the  causes  of  insanity,  also,  the  precise  knowledge  of  which  in 
individual  cases  often  baffles  the  alienist  himself,  not  enough  is 
known  by  the  laity  to  lead  it  in  many  cases  to  take  ordinary  pre- 
cautions for  its  prevention.  Mental  hygiene  also,  the  study  of 
which  is  of  vital  importance  to  the  individual  and  the  race,  is  only 
just  beginning  to  raise  its  head  in  the  vast  growth  of  investigation 
into  and  knowledge  of  the  prophylaxis  of  disease  that  is  becoming 
so  widespread. 

The  idea  of  public  lectures  on  insanity  is  not  new.  It  had  its 
germ  in  the  broad  humanitarian  and  economic  measure  of  patron- 
age or  aid  societies  for  the  insane  which  have  flourished  for  more 
than  twenty  years  in  England,  France,  Germany  and  Switzerland, 
a  feature  of  whose  work  was  combating  the  prejudices  existing 
in  regard  to  mental  maladies.  In  these  associations,  it  will  be 
remembered,  originated  the  system  of  the  after  care  of  the  insane, 
which  at  last  seems  to  have  taken  a  foothold,  and  it  is  to  be  hoped 
a  firm  one  in  this  country.  Popular  lectures  on  insanity  found  a 
strong  advocate  in  Morel,  of  Belgium,  who  addressed  our  Twenty- 
fifth  National  Conference  of  Charities  and  Correction  on  Guard- 
ian Societies  for  the  Insane,  and  our  appeal  cannot  be  better  forti- 
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fied  than  by  quoting  his  words  in  advocacy  of  this  measure  as  one 
feature  of  the  work  of  a  guardian  or  patronage  society.  "  In  my 
opinion,"  he  says,  "  much  good  could  be  done  by  giving  popular 
addresses  upon  the  predisposing  and  exciting  causes  of  insanity 
and  preventive  treatment  of  the  malady.  When  once  these  ques- 
tions become  understood  by  the  public,  mutual  aid,  moral  as  well 
as  material,  becomes  possible.  From  that  moment  the  insane  will 
be  considered  as  sufferers  from  disease.  These  popular  addresses 
should  instruct  as  to  the  patient's  early  treatment,  giving  short  and 
clear  descriptions  showing  how  a  mental  trouble  can  be  recognized. 
People  still  remain  distrustful  of  hospitals  for  the  insane.  They 
do  not  believe  as  they  should  that  many  cures  are  possible  and  that 
they  are  more  frequent  and  rapid  if  the  patient  be  placed  early 
under  treatment.  Guardian  societies  should  in  this  way  help  to 
prepare  people  by  information  which  shall  combat  these  preju- 
dices, and  the  public  should  be  taught  to  take  an  interest  in  what 
actually  goes  on  in  asylums  and  how  patients  are  treated  there. 
These  results  can  only  be  obtained  by  constant  co-operation  among 
persons  of  broad  ideals  who  shall  interest  themselves  in  arranging 
public  lectures  in  which  shall  be  set  forth  the  suffering  engendered 
by  mental  disease,  the  hope  that  lies  in  early  treatment  and  the 
conditions  which  may  contribute  to  recovery  and  prevent  a  recur- 
rence of  the  disease." 

Most  of  us  have  long  wished  that  these  and  other  truths  about 
insanity  might  be  publicly  and  plainly  brought  home  to  people  in 
this  way,  and  now  is  the  propitious  moment  for  making  the  effort, 
when  the  tide  is  so  strong  in  the  direction  of  popularizing  the 
knowledge  of  medicine  in  its  other  branches,  a  tendency  origi- 
nating in  the  tuberculosis  crusade  which  has  assumed  such  large 
dimensions  and  is  accomplishing  so  much  toward  checking  the 
spread  of  the  disease.  Two  or  three  years  ago  the  first  step  in  the 
medical  education  of  the  public  was  taken  by  the  British  Medical 
Association,  and  the  British  Medical  Journal  reports  that  the  popu- 
lar lectures  at  its  annual  meetings  have  attracted  large  audiences, 
encouraging  the  hope  that  the  plan  may  later  be  developed  into  a 
fully  organized  system. 

Throughout  the  winter  of  1906-7  a  long  and  comprehensive 
series  of  popular  lectures  embracing  a  great  variety  of  subjects  in 
medicine  and  surgery  has,  for  the  first  time  in  its  history,  been 
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given  at  the  Harvard  Medical  School  by  its  professors  and  instruc- 
tors every  Saturday  and  Sunday  with  surprisingly  successful 
results  in  point  of  attendance  and  general  interest.  The  news- 
papers have  given  fairly  accurate  reports  of  the  lectures  and  sensi- 
ble editorial  comments  have  been  frequent.  This  shows  that  these 
are  live  matters  with  people  in  general.  In  this  schedule  of  sub- 
jects, psychiatry  had  no  place,  but  this  omission  will  be  remedied 
next  winter  when  several  popular  lectures  on  mental  disease  will 
be  given  as  a  part  of  the  regular  course  of  popular  medical  lec- 
tures delivered  at  the  Harvard  Medical  School ;  and  the  endeavor 
toward  securing  this  desirable  end  in  Boston  has  led  us  to  urge 
at  the  same  time  by  this  appeal  a  general  movement  in  the  same 
direction  in  other  parts  of  the  country. 

The  credit  of  inaugurating  the  first  series  of  public  lectures  on 
insanity  is  due  to  the  Psychiatrical  Society  of  New  York  City. 
Under  its  auspices  Dr.  Adolf  Meyer  lectured  last  winter  on  "  Mod- 
ern Phychiatry,  its  Possibilities  and  Opportunities  " ;  Dr.  August 
Hoch  on  the  ''  Manageable  Causes  of  Insanity  " ;  Dr.  C.  L.  Dana 
on  the  "  Data  of  Heredity  " ;  and  Dr.  Allan  McLane  Hamilton  on 
the  "  Development  of  the  Legal  Regulations  Concerning  the  In- 
sane." These  lectures  were  intended  for  the  general  physician 
and  non-professional  leaders  of  sociological  interests  as  a  basis  for 
the  organization  of  a  movement  toward  prophylaxis  and  the  devel- 
opment of  sound  interest  in  this  eminently  important  topic.  They 
were  of  an  academic  character  and,  on  the  whole,  less  likely  to 
appeal  to  the  general  public  than  other  subjects  that  might  be 
selected,  but  were  quite  well  attended  and  will  probably  be  con- 
tinued in  the  coming  winter. 

The  ideal  arrangement  for  a  course  of  such  lectures  should  be 
one,  we  think,  which  would  attract  all  classes  of  hearers.  One  set, 
for  example,  like  those  just  referred  to  for  the  more  educated,  and 
another,  given  perhaps  in  a  central  locality,  which  should  deal 
with  the  more  practical  aspects  of  the  disease.  The  auspices  under 
which  the  popular  lecture  on  insanity  should  be  given  are  most 
important.  A  prominent  medical  school  would  seem  to  be  the 
best  indorsement,  and  if  given,  as  at  the  Harvard  School,  as  a 
part  of  a  comprehensive  schedule  of  popular  lectures  on  disease 
in  general,  the  association  of  the  two  would  go  far  toward  cor- 
recting the  prevailing  idea  that  insanity  is  something  apart  and 


HENRY   R.    STEDMAN.  185 

not  a  disease  to  be  classed  with  other  maladies.  Boards  of  insan- 
ity also  would  do  well  to  encourage  and  institute  public  lectures, 
and  medical  societies  of  prominence  and  influence  would  be  spon- 
sors of  weight  with  the  community  for  such  addresses.  It  is  very 
necessary  to  prepare  the  ground  for  such  an  unusual  departure 
in  public  instruction  by  advertising  them  freely  in  the  press  and  by 
sending  out  a  large  number  of  circulars  to  persons  interested  in 
all  kinds  of  eleemosynary  work,  social  reform,  schools,  hospitals, 
courts  and  other  institutions. 

Appropriate  subjects  will  occur  to  all.  Among  those  which 
would  seem  more  especially  to  appeal  to  the  educated  classes  are, 
for  example: 

1.  Hereditary  Conditions  Influencing  Insanity :  The  intricacy 
and  uncertainty  of  laws  of  disease-heredity.  The  ascertained  aver- 
age proportion  of  insane  relatives  to  the  number  of  sane  persons 
in  a  community.  The  curability  of  attacks  of  insanity  in  patients 
with  strong  hereditary  taint,  etc. 

2.  Mental  Hygiene,  in  its  protean  aspects. 

3.  The  Criminal  Aspects  of  Insanity :  Crime  a  common  symp- 
tom incident  to  the  disease.  Pleas  of  insanity  and  demonstration 
by  statistics  of  the  actual  number  of  criminals  (far  smaller  than 
commonly  supposed)  who  escape  punishment  on  that  pretext. 
The  many  cases  which  never  come  into  public  notice  of  criminals 
for  whom  this  plea  is  made  that  are  found  by  experts  to  be  not 
insane.  The  large  number  of  convicts  in  the  penal  institutions  of 
all  countries  who  were  insane  when  committed.  Tests  of  respon- 
sibility and  recommendations  for  new  legislation  which  shall 
insure  accurate  and  just  expert  decisions,  etc. 

For  the  public  at  large  the  following  subjects  occur  to  the 
writer,  and  it  is  in  popular  exposition  of  these  questions  that  we 
probably  shall  come  closer  to  the  main  object  of  such  lectures  and 
the  real  needs  of  the  people  in  general  as  regards  matters  relating 
to  insanity. 

I.  The  True  Nature  of  Insanity:  Bad  as  it  is,  it  is  not  neces- 
sarily so  formidable  a  disease  as  it  appears  to  be  to  the  minds  of 
people  in  general.  Small  proportion  of  violent  "  raving  "  patients. 
Large  numbers  of  mild  cases  that  never  enter  a  hospital.  Fre- 
quency of  recoveries,  temporary  and  other,  and  long  intervals  of 
health.    Short  duration  of  many  attacks.    Similarity  in  this  respect 
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to  general  disease.    Great  advantage  of  the  early  treatment  of  pro- 
nounced cases  away  from  home,  etc. 

2.  The  Reliable  Signs  of  Approaching  Insanity:  Possibility 
of  averting  an  attack.  Precautions  against  dangerous  acts. 
Methods  of  commitment,  etc.  The  increasing  number  of  volun- 
tary patients  in  hospitals  for  the  insane.  Emergency  cases,  etc. 
The  frequency  in  sane  people  of  minor  and  transient  morbid  men- 
tal states,  fears,  etc.,  and  even  hallucinations  that  are  really  unim- 
portant and  do  not  betoken  insanity. 

3.  The  Manageable  Causes  of  Insanity. 

4.  Alcoholism  and  Insanity. 

5.  The  Care  and  Treatment  of  an  Insane  Patient  in  a  State 
Hospital  from  Admission  to  Discharge :  Safeguards  against  ille- 
gal commitment.  vSupervision  of  hospitals  by  state  boards  of 
insanity.  The  large  number  of  discharges  (bearing  on  the  popu- 
lar belief  that  many  are  sent  to  insane  asylums,  but  few  come  out) . 
Diet  of  the  patients.  Systematic  training  of  the  nurses.  Over- 
sight of  nurses  and  precautions  against  neglect,  abuse  and  escape 
of  patients.  Medical  attention  to  patients  and  study  of  the  disease 
in  hospitals.  Harm  done  by  the  usual  newspaper  accounts  of 
insane  patients  and  hospital  management.  The  contrast  between 
care  at  home  and  hospital  care.  Condition  of  patients  when 
brought  to  hospitals  and  best  means  of  transportation  of  difficult 
cases,  etc. 

With  such  a  list  of  subjects  to  draw  from,  it  would  seem  easy 
to  inaugurate  a  suitable  course  of  lectures  which  could  hardly  fail, 
if  under  the  right  auspices,  to  enlighten  and  ease  the  public  mind. 

But  the  manner  in  which  the  subject  shall  be  presented  to  the 
audience  is  quite  as  important  as  the  subject  itself.  This  has  been 
effectively  urged  in  editorials  on  the  subject  of  popular  medical 
lectures  in  the  Boston  Medical  and  Surgical  Journal.  A  tendency 
has  been  noticeable  in  the  lectures  thus  far  given  to  paint  in  too 
somber  colors  and  to  make  too  much  of  the  dangers  of  incurring 
this  and  that  dread  disease  for  lack  of  proper  precaution,  and,  for 
want  of  care  in  analyzing  statistics,  magnifying  the  prevalence  or 
increase  of  the  disorders.  Now  while  the  possibilities  of  harm 
should  not  be  understated,  neither  should  they  be  exaggerated  to 
the  extent  of  creating  unnecessary  and  unhealthy  alarm.  The 
utmost  care  should  be  exercised  to  prevent  misconceptions  on  the 
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part  of  our  hearers,  theories  should  be  discarded  and  only  actual 
ascertained  facts  dealt  with  which  have  a  definite,  practical  bear- 
ing. The  difficulties  are  in  one  way  far  greater  than  in  lecturing 
to  a  class  of  medical  students  and  the  temptation  greater  to  speak 
with  less  accuracy  to  a  popular  audience.  It  goes  without  saying 
that  what  is  said  needs  to  be  simply,  clearly  and  graphically  put. 
For  the  popular  medical  lecture  to  be  most  effective  requires  in  a 
medical  man,  according  to  President  Eliot  (who  originated  the 
course  at  the  Harvard  Medical  School),  the  power  of  interesting 
description  with  telling  exposition  and  moving  exhortation.  To 
apply  these  several  cautions  to  psychiatry:  the  terrors  of  insan- 
ity and  its  treatment  have  held  the  boards  far  too  long,  and  the 
more  we  are  able  to  say  with  truth  that  will  tend  to  lessen  its 
horrors  in  the  minds  of  the  community,  the  better  shall  we  serve 
the  purposes  of  true  psychiatry,  and  the  more  widely  and  generally 
the  nature  of  our  work  is  known  the  more  the  dignity  and  impor- 
tance of  our  calling  is  enhanced. 

DISCUSSION. 

Dr.  Dewey. — Mr.  President,  I  am  very  glad  to  see  this  subject  brought 
up  at  this  time.  It  seems  to  me  there  has  been  more  or  less  of  neglect 
perhaps  on  our  part  in  not  long  ago  bringing  to  the  attention  of  the  public 
those  facts  and  the  information  which  may  be  regarded  as  valuable  in 
removing  misconceptions  and  prejudices  which  almost  inevitably  have 
clung  to  the  subject  of  insanity  and  institutions  for  insane  and  those  con- 
cerned in  their  care.  I  believe  a  great  deal  has  been  done  in  the  time 
during  which  I  can  look  back.  I  can  see  that  there  is  a  different  view,  a 
different  atmosphere  being  introduced  into  the  institutions  growing  out 
of  the  spread  of  intelligence  and  enlightenment  on  the  subject,  which  has 
been  brought  about  by  work  done  by  men  in  this  organization.  And  yet 
there  is  still  a  very  great  deal  to  be  accomplished,  and  this  is  illustrated 
by  the  fact  Dr.  Stedman  mentions  of  psychiatry  being  omitted  from  the 
popular  lectures  at  Harvard. 

A  similar  thing  was  true  a  year  or  two  ago  in  Chicago  where  a  long 
series  of  public  lectures  for  popular  information  about  children's  diseases, 
tuberculosis,  and  other  medical  matters  was  carried  on  with  great  advan- 
tage, but  no  one  seemed  to  think  about  the  desirability  of  making  insanity 
one  of  the  subjects  to  be  treated.  Insanity  has  a  very  large  number  of 
sides  which  it  is  important  to  treat.  The  prophylaxis ;  the  curability ;  the 
management  of  institutions  and  information  for  the  public  as  to  the  care 
bestowed  upon  the  insane;  all  these  subjects  could  be  with  very  great 
advantage  included  in  public  lectures. 
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Dr.  Bancroft. — Dr.  Dewey  has  anticipated  what  I  wished  to  say.  It 
seems  to  me  that  Dr.  Stedman's  paper  is  a  very  timely  one  and  I  think 
that  this  association  should,  as  far  as  lies  within  its  power,  use  its  influ- 
ence to  further  this  popular  lecture  course  in  the  different  parts  of  the 
country. 

I  think  one  of  the  most  hopeful  signs  of  the  times  for  us  as  alienists  has 
been  the  constantly  increasing  number  of  agencies  which  have  tended  to 
break  down  the  mystery  which  has  always  surrounded  insanity  and  has 
brought  about  a  feeling  that  insanity  is  a  disease  like  other  diseases.  At 
the  same  time,  there  is  an  immense  amount  of  ignorance  prevalent  among 
the  people — even  among  the  physicians,  and  particularly  physicians  in 
the  country.  Such  a  course  of  popular  lectures  in  the  large  centers,  and 
wherever,  in  fact,  they  could  be  given,  would  help  to  lessen  this  ignorance 
which  exists  concerning  the  disease  itself.  I  think  particularly  the  sub- 
jects of  prophylaxis  and  etiology  should  be  emphasized  in  these  popular 
talks.  The  matter  of  etiology  is  especially  important.  The  subject  of 
heredity  and  the  influence  of  alcohol  in  the  causation  of  insanity,  of  bad 
sanitation  and  hygienic  conditions  in  the  lives  of  the  poorer  classes,  par- 
ticularly the  emigrants  who  come  to  this  country,  are  all  subjects  with 
which  the  people  should  be  familiar  and  which  in  some  way  will  get 
around  through  them  into  the  minds  of  the  legislators. 

The  matter  of  heredity  is  not  understood  by  the  laity  and  hardly  by  the 
generality  of  medical  practitioners,  and  this  would  be  a  subject  which 
could  be  emphasized  in  such  a  popular  course  enlightening  the  people, 
and  adding  much  in  the  way  of  sound  prophylaxis  in  this  disease. 

I  hope  that  the  committee  which  has  been  appointed,  of  which  Dr. 
Stedman  is  chairman,  will  advocate  some  of  these  very  practical  ideas 
which  he  has  brought  out  in  his  paper,  and  that  we  shall  soon  see  in 
different  parts  of  the  country  popular  courses  of  lectures  which  will  en- 
lighten the  people,  and  also  the  medical  profession  who  are  not  in  this 
specialty. 

Dr.  a.  Meyer. — The  matter  of  instructing  the  public  with  regard  to 
insanity  has  been  one  practically  brought  to  notice  during  the  last  winter 
in  New  York,  as  Dr.  Stedman  has  pointed  out.  It  is  rather  peculiar  in  a 
way  that  we  should  have  to  resort  especially  to  lectures  at  the  present 
time.  It  seems  to  me  most  essential  that  we  should  in  some  way  bring 
some  object  lessons  within  the  reach  of  the  public  and  then  make  those 
perhaps  the  text  of  additional  lectures.  I  think  that  a  great  deal  could  be 
done  in  a  relatively  informal  way  if  the  visits  of  the  public,  and  especially 
the  profession,  to  institutions  for  the  insane  would  be  encouraged  and 
methodically  developed  and  utilized. 

This  would  not  require  formal  lectures,  but  a  demonstration  with  a  good 
intention  to  systematically  bring  before  the  people  a  certain  number  of 
object  lessons.  I  think  also  that  the  public  at  the  present  time  receives 
its   knowledge   of   insanity   largely   through   court   transactions.      I   think, 
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therefore,  that  it  ought  to  be  made  possible  that  it  should  not  count  against 
the  good  standing  of  physicians  to  perhaps  review  occasionally  one  of  the 
court  proceedings,  to  use,  for  instance,  habeas  corpus  proceedings,  and 
matters  which  have  apparently  been  threshed  out  in  the  newspapers,  for 
a  well-digested  review  of  conditions  in  which  everybody  would  be  inter- 
ested, and  perhaps  deal  occasionally  in  a  public  lecture  with  a  specially 
definite  topic  of  interest  of  that  character.  I  know  we  all  shrink  from  it; 
but  it  is  an  essential  thing,  and  I  think  it  would  be  a  very  good  thing  if 
the  association  would  in  some  way  approve  of  public  discussions  of  this 
kind.  None  of  us  would  like  to  do  it  without  approval,  but  I  believe  it 
should  be  done. 

Dr.  Burgess. — I  would  like  to  say  one  word.  I  am  quite  in  accord  as 
regards  getting  the  profession  generally  to  visit  our  hospitals,  but  I  am 
very  much  in  discord  as  regards  getting  the  public.  I  think  all  our  patients 
have  rights  and  feelings,  and  I  think  these  rights  and  feelings  ought  to  be 
respected.  There  is  no  doubt  that  the  feelings  of  patients  are  hurt  by  the 
public  visiting  the  wards  out  of  idle  curiosity.  I  am  always  glad  to  wel- 
come the  general  profession  to  the  hospital,  but  the  general  public  I  am  not. 

Dr.  Busey. — I  heartily  concur  in  the  remarks  of  Dr.  Burgess.  My 
experience  has  been  that  about  the  worst  thing  that  can  happen  to  an 
institution  is  this  constant  public  rabble  visiting  the  institutions.  I  think 
you  all  noticed  yesterday  the  disturbance  which  occurred  at  the  Govern- 
ment institution  as  we  were  passing  through,  and  that  question  is  one  to 
be  seriously  considered. 

In  our  institution  in  the  male  department  we  permit  visitors  to  go 
through  two  hours  in  the  week.  In  the  women's  department  we  do  not 
allow  visitors  at  all.  They  get  along  much  better  with  less  disturbance. 
So  far  as  this  part  of  the  public  is  concerned,  I  think  in  a  lifetime  you 
would  not  create  much  in  their  minds  in  the  way  of  enlightenment.  They 
come  as  morbid  curiosity  seekers  and  care  little  about  the  welfare  of  the 
insane. 

Dr.  Wentworth. — It  seems  to  me  that  this  is  just  the  point  that  needs 
correction;  I  think  the  plan  that  Dr.  Stedman  has  brought  before  us  so 
clearly,  for  popular  instruction  by  lectures  would  tend  to  diminish  the 
morbid  curiosity  of  the  public.  I  am  very  sure  that  in  the  Massachusetts 
institutions  there  has  been  an  increasing  confidence  established  with  the 
public  during  the  period  of  my  connection  with  them.  I  have  in  mind 
several  instances  where  that  has  extended  to  the  degree  that  the  com- 
munity generally  feel  a  confidence  which  has  led  in  many  cases  to  helpful 
advice  being  sought  from  the  institutions  by  persons  in  an  incipient  state 
of  insanity. 

I  believe  the  method  which  has  been  outlined  here  this  morning  will 
definitely  extend  that  influence  with  the  public. 
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Dr.  Mabon. — I  wish  to  endorse  the  suggestions  which  have  been  made 
by  Dr.  Stedman  and  spoken  of  by  Dr.  Meyer.  It  seems  to  me  the  more 
we  can  educate  the  public  so  that  they  can  get  an  intelligent  idea  of  the 
work  the  institutions  are  doing,  and  particularly  in  regard  to  prophylaxis, 
the  sooner  we  will  be  able  to  accomplish  something. 

The  matter  of  visitors  to  the  institution  is  foreign  to  this  subject.  While 
the  visitors  may  have  some  bad  effect  upon  the  patients  on  the  ward,  this 
is  a  matter  that  can  be  dealt  with  in  each  institution. 

Dr.  Stedman. — It  is  very  gratifying  to  see  the  interest  that  the  mem- 
bers take  in  this  important  matter,  and  I  hope  it  will  bear  fruit  in  actual 
practice. 


RECEPTION    HOSPITALS,    PSYCHOPATHIC    WARDS, 
AND    PSYCHOPATHIC    HOSPITALS. 

By  ADOLF  MEYER,  M.  D., 
Director  Pathological  Institute,  Ward's  Island,  New  York  City. 

The  excellence  of  the  provisions  for  the  care  of  the  insane, 
which  are  offered  by  our  State  and  private  institutions,  makes  it 
practicable  at  last  to  turn  with  all  our  energy  to  a  range  of  prob- 
lems which  will  be  the  chosen  field  of  work  and  achievements  of 
the  beginning  of  the  twentieth  century.  The  nature  of  mental 
disorders  implies  many  issues  which  need  not  be  considered  in 
ordinary  diseases.  These  special  needs  have  determined  the 
character  of  our  State  Hospitals  and  private  institutions  with 
their  special  regulations  about  commitments.  But  we  need  more, 
and  among  all  the  plans  of  improvement  the  most  forcible  has 
been  for  some  years  that  of  obtaining  psychopathic  hospitals  or 
hospital  wards  in  or  close  to  the  cities,  similar  to  the  European 
university  clinics  and  city  asylums.  Dr.  Frederick  Peterson  has 
been  among  the  first  to  advocate  measures  of  relief  with  his 
proposition  concerning  psychopathic  hospitals.  In  Ann  Arbor  the 
late  Dr.  J.  J.  Herdman,  and  in  Albany,  Dr.  J.  M.  Mosher  actually 
achieved  a  solution ;  many  other  localities  are  seriously  interested 
in  the  matter,  so  that  to-day  the  problem  is  one  of  the  most 
actual  and  commanding  the  greatest  attention. 

The  mainsprings  of  the  movement  for  psychopathic  hospitals 
were  the  feeling  that  the  existing  State  Hospitals  did  not  fully 
answer  the  needs,  owing  to  the  distances  and  to  the  compulsory 
commitments ;  that  the  existing  local  measures  mostly  were 
insufficient ;  that  medical  schools  should  get  better  opportunities ; 
that  the  medical  profession  outside  of  the  State  Hospital  System 
should  get  better  chances  to  promote  special  psychotherapeutic 
work  and  to  provide  for  patients  for  whom  the  asylum  demand- 
ing legal  commitment  was  not  essential  and  therefore  not  desir- 
able. The  movement  is  largely  to  be  credited  to  men  not 
ofificially   connected   with  the   State   monopoly   which   the   legal 
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issues  about  the  insane  had  created,  and  in  not  a  few  of  the 
recommendations  it  is  easy  to  see  a  spirit  of  critical  comparisons 
which,  however,  has  more  and  more  passed  away  since  the 
aHenists  of  the  State  Hospitals  have  taken  an  active  and  helpful 
interest  in  the  matter,  such  as  has  recently  been  shown  by  a 
most  excellent  paper  on  the  Care  of  the  Insane  preceding  com- 
mitment, by  Dr.  H.  L.  Palmer,  before  the  conference  of  the 
Commission  and  Superintendents  of  the  State  of  New  York. 

We  realize  that  there  is  justified  discontentment  about  the 
chances  of  the  physician  outside  of  special  institutions.  He  is 
forced  to  surrender  the  patient  and  to  send  him  away  too  far  for 
further  supervision,  on  account  of  lack  of  local  provisions,  and 
without  feeling  satisfied  that  the  best  is  being  done.  He  may 
justly  object  to  having  his  patient  exposed  to  the  frequently  try- 
ing legal  procedure  of  commitment  and  to  his  becoming  asso- 
ciated with  the  so-called  asylum  class.  He  realizes  more  and 
more  the  real  progress  that  has  become  evident  in  the  State  hos- 
pitals and  he  knows  that  for  certain  cases  they  render  admirable 
service ;  but  he  would  like  to  have  provisions  for  emergencies, 
chances  for  prolonged  and  safe  observation,  and  for  such  treat- 
ment as  might  spare  the  patient  the  stigma  of  a  commitment. 
We  may  either  look  to  general  hospitals  to  be  more  liberal  with 
their  admission  rules ;  or  a  free  adaptation  of  the  European  city 
asylums  is  proposed  as  a  desirable  solution  for  the  sake  of  the 
patient  and  the  longing  of  certain  physicians  to  get  opportuni- 
ties for  clinical  work  and  for  teaching,  akin  to  what  can  be  had 
in  every  other  branch  of  medical  work. 

The  solutions  arrived  at  in  Ann  Arbor  and  Albany  and  the 
problems  of  New  York,  Boston  and  other  places  vary  according 
to  local  conditions,  and  as  we  shall  see,  for  good  reasons. 
Where  a  medical  school  is  to  be  provided  with  a  psychiatric 
clinic  matters  are  relatively  pointed.  The  problem  then  is  the 
organization  of  a  small  hospital,  independent  or  coordinated  with 
other  clinical  divisions,  or  as  part  of  a  general  hospital.  When 
it  is  more  the  needs  of  the  patients  and  of  local  physicians  that 
demand  attention,  we  meet  especially  with  the  question  of  who 
shall  support  the  enterprise  and  what  type  of  patients  should 
be  considered.     This  question  is  also  prominent  where  medical 
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schools  have  not  their  own  hospitals  and  clinics.  We  therefore 
do  well  to  consider  specifically  the  question  of  ist.  State  care 
and  municipal  care ;  2d.  The  organization  of  the  hospital  or  the 
division  from  the  point  of  view  of  the  medical  service  and  the 
probable  needs  of  the  patients ;  and,  3d.  The  legal  provisions, 
which  necessarily  play  an  important  role. 

I.  The  Question  of  State  Care  and  Municipal  Care. — Muni- 
cipal efforts  of  the  past  have  suffered  through  the  notion  that  the 
insane  form  a  definite  class  of  dependents,  an  idea  fostered  by 
the  number  of  chronic  insane  and  of  cases  with  recurrences  and 
the  relative  frequency  of  close  association  with  the  same  exciting 
factors  as  also  lead  their  victims  to  the  local  almshouses  and 
penal  institutions.  Alcoholic  intoxication  will  always  tend  to  be 
a  matter  for  police  wards  and  jails ;  and  alcoholic  delirium  and 
even  less  acute  psychoses,  more  or  less  connected  with  alco- 
holism, will  yield  borderland  cases  between  what  calls  for  penal 
and  curative  attention ;  moreover,  in  some  acute  outbreaks  with 
"disturbance  of  the  peace"  the  police  will  continue  to  be  called 
until  the  routine  of  calling  physicians  and  nurses  will  be  properly 
established.  All  these  relations  have  tended  to  give  many  local 
efforts  either  the  stamp  of  an  appendix  to  a  jail,  or  the  appendix 
to  a  poorhouse,  either  of  which  must  be  thoroughly  condemned. 
To  my  mind  we  should  have  very  good  provisions  for  alcoholic 
and  police  cases,  to  be  paid  for  by  impressive  iines,  heavier  than 
is  customary  to-day.  Jails  must  always  have  provisions  for 
doubtful  cases.  Poorhouses  will  have  to  have  provisions  for 
chronic  cases  where  State  care  is  not  carried  through.  But 
under  no  circumstances  should  a  provision  for  emergency  cases 
and  for  early  treatment  even  of  the  poor  be  connected  with  a 
poorhouse  or  get  the  stamp  of  the  jail.  The  alternative  is 
either  an  independent  plant  or  one  in  connection  with  a  general 
hospital.  In  admission  wards  such  as  those  of  Bellevue  and 
wherever  a  relatively  large  number  of  suspects  are  held  under 
the  order  of  the  police,  the  general  tone  is  apt  to  be  seriously 
influenced  and  can  only  be  mitigated  by  developing  things  so 
that  these  cases  gradually  do  form  more  or  less  the  exception. 

So  far  the  State  has  not  concerned  itself  with  any  cases  which 
were  not  either  adjudged  insane  and  committed  or  provided 
13 
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with  papers  which  merely  required  formal  sanction  and  already 
contained  all  the  material  and  evidence  calling  for  commitment. 
All  other  cases  are  really  not  within  the  jurisdiction  of  the  State 
and  should  be  looked  upon  as  a  problem  of  the  local  community. 
If  the  State  opens  its  hospitals  more  liberally  to  voluntary  and 
emergency  commitments,  it  may  have  to  assume  responsibility 
for  the  expenses,  and  it  should  be  willing  to  carry  the  burden  in 
accord  with  the  laws  of  the  State  especially  where  hospitals  are 
close  to  medical  centers.  Where  special  provisions  are  to  be 
created  it  would  seem  to  belong  to  the  system  of  municipal  edu- 
cation and  avoidance  of  paternalism  to  demand  that  the  locality 
provide  for  the  outgrowths  of  its  own  kind  of  social  hygiene  or 
lack  of  it,  with  the  condition  that  the  provisions  come  up  to  a 
required  standard.  If  it  is  possible  to  interest  some  physicians 
and  members  of  the  community  to  follow  the  plans  of  places  where 
things  work  efficiently,  ever  so  much  more  is  attained  than  by 
merely  implanting  a  government  branch.  The  members  of  the 
community  must  be  led  to  feel  responsible  and  proud  of  meeting 
the  conditions  which  belong  to  their  sphere  and  in  which  the 
State  cannot  be  equally  efficient.  The  whole  matter  of  prophylaxis 
ultimately  depends  on  local  initiative,  and  since  as  a  rule  poverty 
and  destitution  go  parallel  with  sufficient  wealth,  local  movements 
can  be  expected  to  get  sufficient  support  for  provisions  in  emer- 
gencies and  patients  who  still  are  able  to  assert  their  own  needs. 

Where  the  Government  or  State  maintains  a  medical  school,  it 
is  of  course  incumbent  upon  the  authorities  to  provide  a  psychia- 
tric clinic;  and  where,  as  in  Toronto,  the  community  has  been 
depending  on  a  local  Government  institution  which  should  be 
eliminated  from  the  city,  it  will  be  well  to  obtain  a  Government- 
clinic  especially  if  local  medical  schools  and  other  agencies  fail  to 
come  to  the  front.  But,  under  all  circumstances  there  should  be 
as  much  utilization  of  local  interests  and  local  help  as  possible. 
Prophylaxis  and  access  to  the  sore  spots  of  the  community  will 
make  the  progress  in  this  field,  and  nothing  but  work  with  the 
real  difficulties  will  rouse  our  public  to  mind  the  dangers  of 
alcohol,  of  syphilis,  of  insufficient  hygiene  of  work  and  recreation. 
In  these  matters  the  State  is  too  remote. 

It  is,  of  course,  inevitable  that  the  expense  for  maintenance  of 
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acute  cases  is  relatively  very  high.  The  per  capita  cost  in  State 
hospitals  can  only  be  maintained  at  its  low  figure  because  so  large 
a  proportion  of  patients  are  really  maintained  at  a  much  lower 
rate  than  the  divisions  for  the  acute  cases.  This  ought  to  be  made 
plain  to  the  public,  who  should  not  be  given  lump  figures  only, 
but  an  idea  of  the  actual  conditions.  Even  if  the  ordinary  method 
of  lump  figures  is  easier  and  sufficient  in  dealing  with  the  public, 
it  is  a  harmful  substitution  for  actual  information  and  the  gain  is 
heavily  paid  for.  Unless  this  is  understood,  institutions  which 
care  especially  for  cases  in  need  of  therapeutics  will  have  a  diffi- 
cult stand  whether  they  be  run  by  a  locality  or  by  the  State. 

2.  The  arrangement  of  a  medical  service  for  mental  difficulties 
and  mental  disorders  makes  undoubtedly  considerable  demands 
in  excess  of  other  hospital  services.  The  propositions  to  be  dealt 
with  are  as  a  rule  more  subtle  and  requiring  more  judgment  and 
time  so  that  they  cannot  very  well  be  left  to  the  common  arrange- 
ment of  a  relatively  untrained  house-officer  and  a  hurried  visiting 
physician.  It  is,  therefore,  very  questionable  whether  such  a 
service  should  at  all  be  tolerated  without  a  guarantee  that  the 
physicians  in  charge  have  sufficient  training  and  time.  By  far 
the  safest  plan  where  conditions  warrant  it  is  to  have  one  or  more 
experienced  resident  physicians  with  full  responsibility  and  with 
adequate  help.  The  co-operation  of  consulting  physicians  from 
the  community  and  also  from  State  Hospitals  is  very  much  to  be 
encouraged,  and  also  the  co-operation  with  medical  schools  and 
everything  that  will  add  to  general  knowledge  and  better  infor- 
mation of  the  profession  and  of  the  public.  In  smaller  cities  or 
towns  general  hospitals  should  be  encouraged  not  to  discriminate 
against  mental  cases  by  building  strong-rooms,  or  where  a  some- 
what larger  division  can  be  organized,  by  marking  a  special  divi- 
sion too  much. 

The  needs  of  psycho  pathology  will  always  require  considerable 
independence  of  the  physician  in  charge  and  specific  rules  for  the 
nurses  and  the  general  running.  To  attempt  to  make  compro- 
mises is  as  a  rule  disastrous  on  account  of  dangers  of  suicides  or 
j  of  escapes  or  calamities  which  are  more  readily  forestalled  than 
"  remedied.  Ease  of  transfer  from  one  division  to  another  is,  how- 
ever, very  desirable.    General  hospitals  will  always  have  delirious 
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cases,  frequently  disgracefully  handled  to-day  because  under  the 
extreme  paternalism  nobody  knows  any  better.  On  the  other 
hand,  cases  with  symptomatic  deliria  or  any  others  may  need  sur- 
gical or  other  attentions,  and  it  is  very  important  that  all  the  facil- 
ities be  at  hand.  Where  the  number  of  psychopathic  patients  is 
sufficiently  large,  the  difference  of  regime  of  the  psychopathic  divi- 
sion suggests  the  provision  of  an  independent  plant,  but  as  far  as 
possible  connected  with  a  general  hospital  or  close  to  it.  Propin- 
quity and  co-ordination  is  ideal ;  amalgamation,  a  concession  to 
circumstances,  and  demanding  a  plain  and  efficient  recognition  of 
the  need  of  certain  special  provisions.  In  very  crowded  cities,  cen- 
tral location  should,  however,  not  be  urged  at  any  price.  Even 
surgical  hospitals  tend  to  put  their  operative  divisions  into  the 
country  or  at  least  quieter  locations,  and  the  central  places  are 
reserved  for  emergencies. 

As  to  the  types  of  patients  to  be  provided  for,  there  should  in 
the  first  place  be  provisions  for  emergency  cases,  such  as  so  far 
have  given  the  impression  that  only  police  stations  or  "  strong- 
rooms "  would  be  adequate.  We  know  to-day  that  these  cases 
are  to  quite  an  extent  artefacts,  aggravated  by  injudicious  manage- 
ment by  the  friends  and  by  those  who  are  called  to  help  them. 
As  soon  as  a  larger  proportion  of  the  public  feel  that  places  are 
provided  which  are  really  desirable  in  cases  of  mental  upset  or 
nervousness,  and  not  lock-ups  for  the  protection  merely  of  the 
public,  and  equivalents  of  the  jails,  in  other  words,  matters  apt  to 
call  for  a  struggle  and  resistance  even  in  the  mentally  sane,  it  will 
be  much  easier  to  induce  the  patients  themselves  to  submit  to 
what  should  be  called  a  temporary  quarantine.  Certainly  police 
interference  must  be  reduced  to  a  minimum  and  this  can  be 
obtained  only  by  making  persuasion  easier,  the  places  more  effi- 
cient and  inviting,  the  conditions  of  admission  and  discharge  more 
reasonable,  the  available  general  hospitals  and  their  ambulances 
more  helpful,  and  the  relatives  and  the  public  more  ready  to 
take  a  calm  and  sensible  attitude  instead  of  the  warlike  panic,  and 
the  assertion  of  superiority  of  might  over  right. 

There  are,  moreover,  cases  which  should  be  induced  to  come 
away  from  their  homes  voluntarily  so  as  to  be  removed  from 
unfavorable  home  influence.    It  will  of  course  be  difficult  for  some 
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time  to  overcome  the  feeling  created  by  the  occasional  presence 
of  excited  patients  (which,  however,  will  decrease  in  frequency 
under  proper  management),  and  it  will  be  especially  necessary  to 
avoid  getting  the  new  provisions  stamped  too  definitely  with  the 
much  misunderstood  term  "  insane."  A  great  advantage  of  many 
of  the  foreign  university  clinics  and  special  hospitals  lies  in  their 
admitting  a  fair  number  of  simple  nervous  disorders. 

For  a  considerable  number  of  cases  annexes  to  convalescent 
homes  in  the  country  would  be  most  serviceable.  They  would 
have  to  provide  habit-training  and  occupation  such  as  a  hospital 
in  the  city  can  rarely  furnish. 

Where  a  psychopathic  hospital  is  directly  associated  with  a 
larger  hospital  for  the  insane,  it  is  very  desirable  that  the  cases 
should  be  kept  from  being  assimilated  in  the  institutionalized 
mass  of  chronic  cases.  We  know,  of  course,  that  a  line  should  not 
be  drawn  between  the  '*  recoverable  "  and  the  ''  chronic,"  but  that 
some  line  should  be  between  those  for  whom  something  can  be 
done  (even  if  it  is  not  a  recovery)  and  those  who  belong  to  the 
organized  boarding  house.  Twenty-five  per  cent  of  the  recoveries 
occur  among  patients  of  over  one  year's  residence  at  a  hospital. 
But  there  is  a  wider  range  of  classification  possible,  and  as  soon 
as  it  will  be  attained  more  patients  will  go  out  with  a  different 
account  of  the  work  of  our  hospitals  and  ready  to  come  again 
and  to  advise  others  to  trust  the  steadily  improving  provisions. 

3.  Legal  Provisions. — The  hospitals  and  reception  hospitals 
should  make  voluntary  admission  as  desirable  as  possible.  More 
cases  will  then  yield  to  mere  persuasion.  In  most  States  deten- 
tion against  the  patient's  will  will  always  require  a  legal  order. 
Ten  days'  limit  for  detention  or  quarantine  is  practically  allowed 
by  the  law.  The  protection  of  the  rights  of  the  patient  should 
be  helped  in  two  ways :  By  obligatory  report  to  the  State  Board 
of  the  occurrence  of  cases  of  mental  disorder  even  if  not  com- 
mitted, and  by  legal  protection  of  the  mail  of  the  patients,  if 
addressed  to  the  Commission  or  other  authorities,  with  severe 
punishment  for  any  suppression.  "  Commitment  "  should  become 
a  legal  decision  to  be  rendered  when  asked  for  as  an  extension  of 
a  quarantine  or  restriction  of  personal  liberty.  Committed  cases 
should  not  remain  in  local  or  city  institutions  unless  special  stand- 
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ards  be  provided.  In  States  with  State  care  it  would  seem  best 
to  restrict  the  care  of  committed  or  legally  restricted  patients  to 
State  and  licensed  institutions.  Under  all  circumstances,  the 
State  must  reserve  the  right  of  supervision  of  local  efforts  and  of 
their  standards. 

4.  Construction  and  sites  are  too  specific  matters  for  a  general 
discussion.  It  goes  without  saying  that  provisions  must  be 
ample  for  space,  for  recreation  rooms,  for  general  and  single 
rooms,  divisions  for  continued  bath  and  hydrotherapy  and  gymna- 
sium ;  that  examination  rooms  and  laboratories  be  furnished ;  that 
the  construction  avoid  unnecessary  dangers  for  injuries,  suicide, 
etc.  To  assure  all  this,  central  supervision  by  a  State  Board  is 
absolutely  necessary;  i.  e.,  by  a  body  which  has  not  only  good 
will  but  also  experience. 

These  are  topics  of  discussion  and  points  which,  no  doubt,  will 
have  to  be  settled  in  many  communities.  It  is  especially  important 
to  insist  on  the  necessity  of  adapting  decisions  to  local  conditions, 
and  yet  of  keeping  up  standards  such  as  will  exclude  the  working 
of  the  antisocial  political  instincts.  It  is  equally  important  to 
realize  that  such  movements  must  not  be  based  on  sentiment 
merely  and  on  false  promises  of  improbable  results  usually  at  the 
expense  of  the  existing  hospitals  and  those  who  already  come 
near  doing  their  best  with  their  opportunities.  False  promises 
have  already  vitiated  public  expectations  and  have  produced 
undesirable  contrasts  to  the  larger  hospitals  in  the  country.  We 
must  further  realize  that  those  who  know  the  facts  must  take  a 
firm  initiative.  The  human  race  of  to-day  is  so  opportunistic  and 
ready  to  gamble  with  its  chances,  that  we  can  not  expect  much 
spontaneous  realization  of  the  seriousness  of  the  whole  problem 
especially  if  it  is  veiled  to  the  disadvantage  of  the  people  under  the 
soothing  and  impersonal  terms  of  heredity,  degeneracy  and  strain. 
It  will  take  persons  with  much  actual  knowledge  and  with  very 
strong  conviction  and  determination  to  shape  the  conditions  for 
prophylaxis  and  organization  of  early  remedial  work.  The  mere 
psychopathic  hospitals  will,  therefore,  not  be  a  panacea  unless 
they  have  the  inspiration  and  well-balanced  judgment  of  con- 
vinced and  trained  workers  and  leaders.  It  is  personality  rather 
than   system,   or   perhaps  better,   the  necessary   combination   of 
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personality  and  system,  that  will  make  for  success  in  such  move- 
ments, as  a  history  of  their  development  would  readily  show. 

Honesty  and  moderation  in  promises,  and  greater  honesty 
about  the  purposes  and  the  means  needed  are  equally  essential 
whether  we  build  on  the  good  will  and  intelligence  of  the  people 
or  of  private  donors.  In  many  places  private  funds  will  shorten 
the  process  of  education  of  the  public  to  see  things  as  they  are 
and  must  be  met.  But  I  feel  sorry  for  him  who  has  to  carry  the 
burden  of  false  promises. 

My  theses  would  be: 

1.  Promotion  of  local  interest  in  the  prophylaxis  of  mental  dis- 
orders is  urgently  to  be  desired,  and  it  is  best  furthered  by  guid- 
ing the  responsibility  concerning  local  provisions  for  emergency 
cases,  for  cases  which  give  rise  to  reasonable  doubt  as  to  need  of 
commitment,  and  those  who  would  profit  from  treatment  with  the 
principles  of  a  general  hospital  and  special  hospital  combined. 
Such  opportunities  will  create  interest  in  a  much  needed  reform  of 
the  attitude  of  the  profession  and  the  public  towards  beginning 
mental  disorders,  and  a  better  knowledge  of  the  facts  as  they  are. 

2.  Local  provisions  will  depend  in  their  organization  on  the 
talent  available  and  on  the  most  propitious  combination  of  cir- 
cumstances. Where  the  community  or  a  college  can  do  so,  it  had 
best  carry  the  burden ;  where  the  State  shows  willingness  to  help 
and  subsidise,  the  State  may  co-operate  in  the  work.  The  special 
hospital  or  hospital  division  requires  a  sufficient  independence 
from  the  usual  general  hospital  methods.  Under  no  circumstances 
should  a  poorhouse  be  allowed  to  have  an  annex  for  mental  cases. 

3.  Special  laws  will  be  required  to  determine  the  standards  of 
local  efforts,  and  to  assure  supervision  by  well-trained  central 
authorities.  The  cases  admitted  under  persuasion  or  principles 
of  temporary  quarantine  must  also  get  all  the  desirable  protection 
by  law  of  any  appeal  to  the  Commission  and  to  authorities.  It 
would  be  better  to  provide  punishment  of  injustice  than  force  a 
commitment  on  each  case. 

4.  The  public  must  be  informed  of  the  cost  of  these  cases 
and  the  demands  made  by  them ;  and  as  far  as  possible,  we 
alienists  of  State  institutions  should  help  with  our  experience  and 
encouragement  along  the  lines  of  greatest  benefit  to  the  com- 
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munity.  The  obligation  of  initiative  will  often  rest  with  us, 
because  we  see  the  needs,  and  have  the  best  opportunities  to  get 
experience. 

With  good  will  and  good  judgment,  with  more  demonstration 
to  the  profession  of  what  we  do  in  our  State  Hospitals  and  what 
the  actual  cases  and  localities  need,  with  better  training  of  our 
medical  students,  and  a  growing  interest  of  the  profession  in 
psychopathology,  we  have  good  reasons  to  feel  convinced  that 
ten  years  will  bring  psychiatric  hospitals  to  many  of  our  medical 
schools,  and  occasionally  small  State  Hospitals  to  meet  special 
needs,  and  that  our  communities  and  their  general  hospitals  will 
show  an  increasing  readiness  and  fitness  to  help  in  times  of  need, 
to  their  advantage  and  that  of  a  growing  efficiency  in  practical 
psychiatry. 


RECEPTION  HOSPITALS  AND  PSYCHOPATHIC 

WARDS  IN  STATE  HOSPITALS  FOR 

THE   INSANE. 

By  C  p.  BANCROFT,  M.  D., 

Superintendent  N.  H.  State  Hospital. 

By  whatever  name  we  designate  the  subject,  whether  we  speak 
of  reception  hospital,  observation  or  psychopathic  ward,  we  are 
merely  striving  to  express  in  divers  language  a  thought  that  has 
preoccupied  the  mind  of  the  psychiatrist  for  many  years.  Ever 
since  the  days  of  Pinel  the  disease  idea  underlying  our  conception 
of  insanity  has  influenced  more  or  less  strongly  everything  that 
has  been  said  or  written  on  the  subject.  At  first  vaguely  but  year 
by  year  more  clearly  have  conceptions  of  mental  disease  become 
crystallized.  And  so  modern  thought  readily  and  naturally  cen- 
ters round  the  disease  idea  of  insanity,  the  hospital  care  and  nurs- 
ing of  the  disease,  and  hospital  construction  and  management  have 
conformed  to  the  prevailing  conception  of  insanity  as  a  disease 
correlated  in  many  ways  with  physical  disease  in  general.  Com- 
bat the  conception  as  much  as  we  choose  the  thought  will  return 
that  insanity  is  disease  and  the  hospital  idea  must  shape  our 
treatment  of  its  various  phases  and  our  construction  of  the  build- 
ings in  which  we  undertake  its  cure. 

Hospital  or  psychopathic  wards  in  connection  with  institutions 
for  the  insane  are  not  new  conceptions  by  any  means.  About 
thirty  years  ago  Dr.  Clouston  advocated  and  adopted  special  hos- 
pital wards  in  the  Morningside  institution.  Model  plans  adopted 
by  the  General  Board  of  Lunacy  of  Scotland  in  1880,  provided 
hospital  buildings  for  the  care  of  recent  acute  and  physically  sick 
cases  among  the  insane  patients  of  the  larger  institutions.  From 
that  time  to  the  present  the  desirability  of  hospital  wards  for 
recent  cases  and  infirmary  wards  for  the  physically  disabled  has 
met  with  favorable  recognition.  The  earlier  attempt  to  divide  all 
state  hospitals  into  two  classes,  one  for  the  acute  and  the  other  for 
the  chronic  insane,  has  not  proved  practicable  for  economic  as  well 
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as  numerical  and  geographical  reasons.  In  districting  a  state  the 
so-called  acute  hospitals  were  located  near  the  more  populous 
centers  ;  new  cases  were  constantly  pressing  for  admission  and  the 
institution  soon  became  crowded  with  chronic  cases  faster  than 
the  chronic  asylums  could  be  erected.  The  acute  hospital  itself 
became  an  institution  for  chronic  cases.  The  State  could  ill 
afford  to  erect  and  equip  small  independent  psychopathic  hospitals 
with  their  expensive  equipment  and  extra  cost  of  separate  manage- 
ment in  addition  to  the  larger  institutions  already  provided. 
Hence  it  has  resulted  that  the  psychopathic  ward  and  the  detached 
reception  hospital  in  connection  with  the  existing  state  hospitals, 
have  become  the  recognized  solution  of  the  difficulty.  These 
smaller  detached  hospital  buildings  can  be  more  economically 
erected  in  connection  with  existing  plants,  and  can  be  operated  at 
less  cost  than  if  they  are  distinct  units  by  themselves.  The  transfer 
of  patients  to  and  from  the  larger  institution  can  be  more  readily 
and  economically  effected  when  the  two  classes  of  buildings  are  on 
the  same  grounds  and  under  one  management.  In  recent  years 
the  establishment  of  psychopathic  wards  in  connection  with  gen- 
eral hospitals  in  the  larger  cities  has  prevailed  abroad,  especially 
in  Germany,  and  is  meeting  favorable  recognition  in  this  country. 
Such  departments  are  practicable  in  large  metropolitan  centers 
and  deserve  a  readier  adoption  by  general  hospital  managements 
than  has  thus  far  been  accorded  them. 

Reception  hospitals  and  psychopathic  wards  in  connection  with 
existing  state  hospitals  have  other  arguments  for  their  general 
adoption  than  the  one  of  mere  economy.  Properly  constructed, 
equipped  and  staffed,  such  buildings,  afford  the  very  greatest 
facility  for  the  study  and  proper  classification  of  new  patients  as 
well  as  the  most  efficient  treatment  under  conditions  the  most 
favorable. 

Local  conditions  must  modify  the  specific  detail  of  their  con- 
struction. With  abundant  financial  resources  at  command  the 
reception  hospital  can  be  small  with  a  capacity  of  only  50  or  100 
at  the  most.  But  ordinarily  economical  reasons  such  as  per  capita 
cost  of  construction  and  equipment  as  well  as  per  capita  cost  of 
maintenance  will  necessitate  the  erection  of  a  somewhat  larger 
building  with  provisions  for  the  reception  and  treatment  of  the 
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recent  cases,  the  care  of  the  physically  sick  and  infirm  of  every 
class — a  complete  hospital  building  in  fact  fully  equipped  for  the 
medical  and  surgical  treatment  and  proper  nursing  of  every  case 
requiring  it.  Each  state  must  determine  for  itself  whether  it  will 
adopt  the  larger  or  the  smaller  hospital  building.  The  state  or 
district  having  an  institution  containing  not  over  1200  patients 
and  possessed  of  only  moderate  resources  cannot  well  afford  to 
have  more  than  one  such  detached  building,  and  its  construction 
should  be  sufficiently  elastic  to  include  not  only  the  reception  ward 
for  new  cases  but  the  hospital  ward  and  operating  room  for  medi- 
cal and  surgical  nursing  of  any  deserving  case.  No  mention  is 
made  here  of  the  isolation  hospital  for  contagious  or  tubercular 
disease  which  is  another  and  very  important  phase  of  detached 
hospital  construction  but  which  has  no  part  in  this  discussion. 

Certain  fundamental  requirements  must  obtain  in  the  erection, 
construction  and  maintenance  of  such  a  hospital  building : 

I.  The  building  itself  should  be  entirely  detached  from  the 
main  institution.  Efficient  connection  can  be  made  by  sub-way  or 
corridor,  but  at  least  100  yards  should  separate  this  department 
from  the  main  plant.  The  connecting  corridor,  preferably  under- 
ground, thereby  securing  the  effect  of  complete  detachment  as  well 
as  abundance  of  air  and  unobstructed  sunlight,  facilitates  ready 
transfer  of  food,  water,  steam  and  transportation  of  patients  to 
and  from  the  main  building. 

II.  The  resident  medical  officers  as  well  as  the  proper  number 
of  nurses  should  live  in  the  hospital  building.  Such  an  important 
department  as  this  should  never  be  left  without  a  medical  officer 
present  who  can  by  day  or  night  respond  to  emergency  calls,  as 
well  as  a  complete  corps  of  nurses. 

III.  There  should  be  a  passenger  elevator,  preferably  of  the 
hydraulic  plunger  type  as  being  easier  of  operation  as  well  as 
safer  and  more  economical. 

IV.  The  wards  for  both  male  and  female  patients  should  be 
under  the  care  of  trained  women  nurses  with  such  assistance  from 
orderlies  as  may  be  necessary. 

V.  There  should  be  every  facility  for  hydrotherapy  and  electro- 
therapeutics, as  well  as  every  appliance  for  the  most  thorough 
initial  examination. 
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VI.  There  should  be  a  completely  equipped  diet  kitchen  and 
every  modern  appliance  for  keeping  food  warm  both  in  the 
kitchen  and  in  the  ward. 

VIL  An  operating  room  with  every  provision  for  modern  asep- 
tic surgery  should  be  provided. 

VIII.  While  open  wards  are  preferable  there  should  be  a  suffi- 
cient number  of  single  rooms  for  the  nursing  of  such  patients  as 
might  be  disturbing  on  a  general  ward  as  well  as  for  moribund 
cases. 

IX.  Ample  sun  rooms  and  open  air  verandas  should  be  provided 
so  that  feeble  patients  can  be  readily  placed  in  open  air  or  in  the 
sunlight. 

X.  Either  in  the  building  itself  or  closely  connected  with  it, 
there  should  be  provided  a  pathological  laboratory. 

XL  Other  details  requiring  study,  which  must  be  modified  by 
financial  resources  at  command,  are  the  kind  of  construction ; 
whether  fire-proof  or  slow  burning,  the  most  perfect  system  of 
heating  and  ventilation  consistent  with  cost,  fire-proof  stairways, 
fire-proof  drying  shafts  and  closets,  are  all  important  in  the  erec- 
tion of  such  a  building. 

Finally,  the  advantages  of  such  a  detached  hospital  structure 
for  reception  and  medical  and  nursing  purposes  deserve  a  pass- 
ing word.  Space  permits  only  the  enumeration  of  a  few.  The 
reception  hospital  is  of  positive  benefit  to  the  patient,  the  nurse 
and  the  physician.  The  patient  receives  an  immediate  desirable 
first  impression.  The  hospital  idea  prevails  and  the  patient,  if  not 
too  utterly  confused,  does  not  associate  the  situation  with  the 
popular  conception  of  an  insane  asylum  with  keepers,  locks  and 
bars.  The  initial  bath  and  examination  conducted  by  the  physi- 
cian and  head  nurse  does  much  to  reassure  the  patient  that  the 
medical  idea  is  uppermost,  and  however  much  he  may  resent  the 
notion  that  he  is  a  sick  man  there  are  few  patients  that  resist  such 
examination  and  that  are  not  favorably  impressed  by  the  moral 
effect  of  the  investigation  into  his  case.  The  ward  assignment, 
the  presence  of  intelligent  nurses,  and  prominence  given  to  medi-  • 
cal  and  nursing  details  all  serve  to  restore  the  confidence  of  the 
patient  and  dispel  unreasonable  prejudices  and  suspicions. 

With  all  the  facilities  for  proper  observation  furnished  by  the 
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reception  hospital  with  its  appHances  and  corps  of  trained  nurses, 
there  is  no  question  that  the  patient  will  be  materially  benefitted. 
Far  removed  from  the  sights  and  sounds  of  other  and  more 
objectionable  types  of  chronic  insanity,  the  acute  case  is  certainly 
placed  in  a  situation  most  favorable  for  rational  and  helpful  treat- 
ment. Hydrotheraphy,  medicinal  treatment,  dietetic  management, 
massage  and  good  nursing  all  seem  to  occur  in  a  logical  sequence 
in  such  surroundings  and  attain  a  more  perfect  realization  than 
when  conducted  in  wards  containing  other  classes  of  patients  or 
closely  contiguous  to  such  wards. 

The  reception  hospital  is  of  the  greatest  possible  benefit  to 
nurses.  Charge  nurses  have  a  pleasing  professional  responsibility 
to  assume.  New  and  interesting  cases  are  continually  passing 
under  their  supervision.  Critical  cases  elicit  their  highest  powers 
of  observation  and  good  nursing,  many  patients  are  passing  on  to 
convalescence,  others  are  developing  interesting  phases  of  morbid 
mentality,  and  there  is  a  constant  ever  changing  movement  of  the 
ward  population  which  stimulates  interest  and  calls  forth  a  con- 
tinuous exercise  of  good  judgment  and  nursing.  Pupil  nurses 
and  probationers  would  be  entered  on  the  hospital  ward  under 
the  immediate  supervision  of  the  charge  nurses  and  the  head 
nurse  herself.  In  this  location  under  proper  conditions  they 
receive  their  first  instructions  in  the  details  of  ward  care ;  they  are 
at  once  taught  the  art  of  caring  for  the  sick  patient  in  bed ;  they 
receive  a  practical  demonstration  of  one  of  the  supreme  first 
qualifications  of  a  good  nurse,  the  power  of  accurate  observation. 
A  new  nurse  placed  on  her  arrival  on  a  ward  for  chronic  and 
demented  patients  becomes  discouraged.  In  such  locations  there 
is  little  to  incite  her  interest.  The  reception  ward,  however,  pre- 
sents such  variety  of  sickness  both  mental  and  physical,  there  is 
so  much  to  be  done  in  the  way  of  sick  nursing,  that  her  interest 
is  immediately  stimulated  and  if  she  is  a  young  woman  of  intelli- 
gence, imbued  with  a  proper  spirit,  her  enthusiasm  is  enlisted  and 
the  effect  is  most  beneficial. 

Finally  the  medical  staff  derive  a  mutual  benefit.  The  facilities 
for  proper  classification  and  study  afforded  by  a  well  equipped 
hospital  building  enlists  no  less  enthusiasm  among  the  physicians 
than  the  nurses.     The  dull  routine  of  the  wards  for  the  chronic 
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insane  tends  to  dampen  professional  enthusiasm.  The  hospital 
building  with  its  constant  change  of  patients,  the  transfers  to  and 
from  this  department  and  the  other  wards,  enlist  an  interest  in  the 
entire  staff  and  stimulates  more  careful  study  not  only  of  patients 
in  the  hospital  building  itself  but  of  other  cases  throughout  the 
institution,  who  either  may  have  passed  through  the  reception  hos- 
pital or  may  be  transferred  thereto  from  other  wards. 

It  may  be  considered  in  conclusion  that  a  reception  hospital  or 
psychopathic  pavilion  or  a  detached  hospital  building  for  receiv- 
ing recent  cases,  as  well  as  the  care  of  all  medically  sick  or  surgi- ' 
cal  cases,  is  an  accepted  sine  qua  non  in  hospital  construction  for 
the  insane.  In  the  near  future  no  hospital  for  the  insane  will  be 
considered  complete  without  such  a  detached  and  fully  equipped 
building.  In  all  original  new  plans  a  first  and  prominent  place 
will  be  assigned  for  such  a  department,  and  liberal  per  capita  cost 
estimates  will  always  be  allowed  for  its  erection  and  furnishing. 


RECEPTION  HOSPITALS,  PSYCHOPATHIC  WARDS 
AND  PSYCHOPATHIC  HOSPITALS. 

By  M.  S.  GREGORY,  M.  D., 
Resident  Alienist,  Psychopathic  Ward,  Bellevue  Hospital,  New  York. 

The  functions  of  psychopathic  hospitals  and  wards  are,  in  a 
general  way,  I  think,  three-fold  in  character. 

1.  Proper  and  temporary  care  prior  to  commitment  to  hospitals 
for  the  insane. 

2.  Treatment  of  a  limited  number  of  patients  who  can  there  be 
treated  with  benefit  and  advantage,  and  perhaps  whose  commit- 
ment to  a  hospital  for  the  insane  can  thus  be  avoided. 

3.  The  utilization  of  the  clinical  material  for  the  teaching  of 
psychiatry. 

It  is  scarcely  necessary,  before  an  assemblage  of  this  kind,  to 
dwell  on  the  importance  and  desirability  of  proper  treatment  at  the 
very  onset  of  a  mental  disease  and  prior  to  commitment  to  a  hospi- 
tal for  the  insane.  That  much  valuable  time  is  often  lost  before 
patients  find  their  way  to  State  hospitals  cannot  be  denied.  It  is 
also  true  that  unfavorable  conditions  and  surroundings  at  the  very 
beginning  of  a  psychosis  may,  at  least,  in  a  certain  proportion  of 
the  cases,  cause  serious  damage,  intensify  the  disease,  and  perhaps 
even  retard  recovery. 

However,  there  appears  to  be  considerable  misconception  as  to 
the  purposes,  nature  and  equipment  of  psychopathic  wards  and 
hospitals. 

While  no  doubt  the  change  from  a  prison  cell  to  a  hospital  ward 
is  a  great  reform,  and  doctors  and  nurses  in  place  of  coarse  and 
brutal  prison  guards  are  a  tremendous  step  in  the  right  direction, 
yet  this  is  not  all,  and  unless  we  go  far  beyond  this  in  the  estab- 
lishment of  psychopathic  wards  and  hospitals  we  have  really  ac- 
complished very  little. 

The  tendency  prevalent  not  only  among  laymen,  but  among 
physicians  as  well,  to  think  that  as  such  patients  remain  in  these 
wards  but  a  short  time,  they  therefore  do  not  require  elaborately 
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equipped  wards,  should  be  opposed  strenuously.  Very  trifling  in- 
deed is  the  gain  in  removing  these  patients  from  prisons  and  poor- 
houses  and  merely  to  crowd  them  into  the  wards  of  a  general 
hospital,  unless  the  conditions  for  treatment  therein  are  equal  to 
those  of  the  reception  ward  of  a  modern  State  hospital. 

The  following  general  suggestions  gleaned  from  personal  expe- 
rience at  the  psychopathic  wards  of  Bellevue  Hospital  are  offered 
as  a  contribution  to  the  discussion  of  the  establishment  of  psycho- 
pathic wards  and  hospitals. 

It  is  needless  to  state  that  the  location  of  these  wards  should  be 
as  favorable  as  possible ;  the  situation  should  be  such  as  to  avoid 
all  disturbing  noises ;  there  should  be  an  abundance  of  light,  and 
as  pleasant  surroundings  as  can  be  attained ;  the  wards  should  be 
large  and  commodious ;  more  space  should  be  allowed  in  propor- 
tion to  the  number  of  patients  than  is  usually  allotted  in  the  wards 
of  a  general  hospital,  or  even  the  reception  ward  of  a  State 
hospital. 

The  plans  and  arrangement  of  these  wards  should  be  such  that 
the  noisy  and  disturbed  patients  can  be  segregated  effectually. 
This  is  most  important  and  every  means  should  be  employed  to 
lessen  disturbances  of  all  kinds  as  much  as  practicable.  In  the  in- 
ternal construction  every  suggestion  of  prison  or  asylum  should 
be  avoided  carefully ;  iron  bars  and  screens  outside  the  windows 
as  well  as  heavy  doors  should  be  eliminated  as  far  as  is  compatible 
with  safety.  Perhaps  these  latter  can  be  dispensed  with  in  nearly 
all  the  wards,  if  one  or  two  rooms  are  provided  for  special  cases. 
Small  dormitories  with  a  capacity  of  five  or  six  beds  are  preferable 
to  large  ones.  Single  rooms,  except  a  few  for  special  cases,  are  to 
be  avoided.  The  aim  should  be  to  avoid  overcrowding,  which,  as 
is  well  known,  is  a  most  potent  factor  in  causing  excitement 
among  the  insane.  The  furnishings  should  be  simple  and  more 
like  those  of  a  general  hospital  ward. 

The  nurses  should  be  selected  from  among  the  most  intelligent, 
educated  and  refined,  and  should  not  only  have  had  training  in 
the  care  of  the  insane,  but  in  a  general  hospital  as  well.  The  neces- 
sity for  this  is  obvious  when  it  is  remembered  that  many  of  the 
patients  are  ill  physically  as  well  as  mentally — such  as  those  suf- 
fering from  delirium,  etc.,  and  therefore  often  require  skilful  medi- 
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cal  or  surgical  nursing.  There  should  be  an  adequate  number  of 
nurses,  and  the  proportion  to  patients  should  be  greater  than  in 
the  reception  wards  of  a  State  hospital. 

Psychopathic  wards  in  connection  with  a  general  hospital  should 
always  be  in  the  immediate  charge  of  a  specially  trained  physician. 

All  modern  facilities  for  the  examination  and  treatment  of  the 
insane  should  be  at  hand.  Hydrotherapeutic  appliances,  labora- 
tories, etc.,  should  be  provided. 

Provision  should  be  made  for  suitable  courtyards  and  sun  rooms 
so  that  those  patients  who  are  able  can  be  taken  out  of  doors  for 
at  least  part  of  the  day. 

It  is  desirable  that  the  connection  between  the  psychopathic 
wards  which  are  a  part  of  the  general  hospital  and  the  hospital 
itself  should  be  very  close,  and  equally  so  is  it  essential,  it  seems 
to  me,  for  the  psychopathic  hospital  to  be  in  intimate  relation  and 
co-operation  with  a  large  general  hospital.  Without  such  co- 
operation service  in  the  psychopathic  wards  of  Bellevue  Hospital 
would  be  extremely  difficult  and  unsatisfactory.  This  close  con- 
nection with  a  general  hospital  offers  several  advantages. 

In  the  first  place  such  an  arrangement  is  to  be  commended  on 
the  score  of  economy,  because  it  saves  the  expense  of  maintaining 
special  ambulance  service,  operating  rooms,  laboratories  and  ad- 
ministrative force,  which  are  indispensable  if  the  psychopathic 
hospital  be  maintained  separately. 

Secondly,  it  simplifies  the  question  of  the  disposal  of  patients 
who  are  brought  to  the  psychopathic  wards  from  home  and  other 
hospitals,  whose  mental  disorder  is  rather-  in  the  nature  of  a  deli- 
rium accompanying  medical  or  surgical  diseases  than  a  true  psy- 
chosis, and  who  must  be  transferred  to  appropriate  wards  as  soon 
as  the  nature  of  the  malady  is  determined. 

Conversely  many  patients  in  the  medical  and  surgical  wards, 
some  of  whom  have  been  admitted  through  error,  or  develop 
psychoses  while  there,  may  readily  and  easily  be  transferred  to  the 
psychopathic  department.  Thus — to  emphasize  this  fact — during 
the  past  year,  158  patients  were  transferred  from  the  psychopathic 
wards  to  the  general  wards  of  Bellevue  Hospital,  and,  on  the 
other  hand,  200  were  admitted  to  the  psychopathic  wards  from  the 
medical  and  surgical  wards  of  the  hospital.  In  addition  several 
14 
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hundred  patients  were  examined  in  the  general  wards,  and  not 
having  been  found  proper  cases  were  not  even  transferred  to  the 
psychopathic  wards.  These  patients  would  have  been  brought  to 
our  department  and  taxed  our  capacity  had  the  connection  with 
the  general  hospital  not  existed. 

Another  advantage  of  this  close  association  is  the  opportunity 
of  having  at  our  command  the  services  of  the  most  eminent  physi- 
cians and  surgeons — specialists  in  their  various  departments — who 
visit  the  hospital  every  day,  and  upon  whom  we  are  at  liberty  to 
call  whenever  the  occasion  arises. 

On  the  other  hand,  the  services  of  the  physicians  of  the  psycho- 
pathic wards  are  frequently  sought  in  consultation  by  the  physi- 
cians of  the  other  departments.  In  short,  unless  the  psychopathic 
hospital  be  intimately  connected  with  a  general  hospital  it  will  be 
required  to  fulfill,  at  least  in  part,  the  functions  of  a  general  hos- 
pital, in  addition  to  its  own  peculiar  work. 

In  this  connection  I  cannot  refrain  from  saying  a  few  words 
concerning  the  method  employed  in  the  removal  of  the  insane  from 
their  homes,  or  wherever  they  may  be  apprehended,  to  the 
hospital. 

While,  properly  speaking,  this  matter  may  not  have  a  direct 
bearing  on  the  establishment  of  psychopathic  wards  and  hospitals, 
yet  without  a  decided  betterment  in  this  particular,  the  work  of 
the  psychopathic  hospital,  and  the  amelioration  of  the  condition 
of  the  insane  prior  to  commitment  to  the  State  hospital  will  only 
have  been  half  accomplished. 

In  New  York  City,  fhe  removal  of  the  insane  to  the  hospital 
comes  under  the  jurisdiction  of  the  police  department.  One  can 
readily  appreciate  the  feeling  of  a  sane  person  if  he  were  sum- 
marily arrested  without  explanation  and  brought  to  the  hospital 
by  the  police.  But  how  infinitely  more  distressing  and  exciting  it 
must  be  to  a  mentally  afflicted  patient  to  be  taken  to  the  hospital  in 
a  patrol  wagon  by  several  officers  in  uniform,  who  combine  the 
general  prejudice  against  the  insane  with  the  brutality  of  a  police 
officer.  Such  treatment  must  make  a  patient  who  is  already  sus- 
picious and  apprehensive  extremely  excited,  and  intensify  the  de- 
lusion of  one  who  fancies  that  he  is  persecuted.  It  is  not  un- 
common to  hear  patients  state :  *'  Doctor,  I  have  done  no  harm  to 
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anyone  ;  why  should  I  be  brought  here  by  a  poHceman?  Why  was 
I  arrested  in  my  home  without  any  explanation  ?  "  Owing  to  legal 
difficulties  no  doubt  it  is  very  hard  to  remedy  such  an  unfortunate 
condition,  but  it  seems  to  me  that  some  method  could  be  devised 
to  eliminate  these  distressing  circumstances. 

Another  important  function  of  psychopathic  wards  and  hospi- 
tals and  one  which  has  hitherto  been  much  neglected  is  the  treat- 
ment of  those  patients  whose  recovery  may  be  hastened  and  accom- 
plished in  a  comparatively  short  time. 

Some  advocates  of  psychopathic  wards  and  hospitals — among 
whom  are  laymen  as  well  as  physicians — in  their  enthusiasm, 
argue  that  the  establishment  of  these  institutions  will  materially 
decrease  the  prevalence  of  insanity ;  that  the  insane  will  be  cured 
very  rapidly  in  these  hospitals,  and  that  many  important  discov- 
eries will  be  made  simply  because  these  institutions  are  located  in 
large  cities.  Of  course  statements  of  this  kind  emanate  from  en- 
thusiasts who  do  not  properly  appreciate  the  nature  of  the  work 
and  who  are  inexperienced  in  the  care  and  treatment  of  the  insane. 
It  is  hardly  necessary  to  point  out  that  a  vast  majority  of  the 
patients  suffering  from  mental  disease  require  the  immediate  care 
and  treatment  which  can  be  afforded  only  by  a  State  hospital 
located  outside  the  limits  of  a  crowded  city. 

Fresh  and  invigorating  air,  ample  room,  freedom  from  over- 
crowding and  disturbing  noises,  and  appropriate  employment  and 
diversion — some  of  the  most  important  factors  in  the  treatment  of 
the  insane — can  only  be  properly  attained  in  a  hospital  situated 
in  the  country.  However,  there  are  a  certain  number  of  patients 
who  can  and  should  be  treated  with  advantage  in  wards  and  in 
institutions  of  the  kind  above  referred  to. 

Speaking  in  a  general  way  such  patients  may  be  divided  into  two 
classes :  first,  those  suffering  from  a  mental  disease,  whose  charac- 
ter is  such  that  they  cannot  legally  be  committed  to  a  hospital  for 
the  insane- — such  as  cases  of  alcoholism,  hysteria,  epilepsy,  deliria, 
transitory  confusion  and  excitement,  etc. 

There  is,  at  the  present  time,  no  place  where  these  patients  may 
receive  proper  treatment.  Owing  to  the  peculiar  and  disturbing 
character  of  their  malady  general  hospitals  are  reluctant  to  receive 
them,  and  they  drift  along  until  their  psychosis  becomes  so  inten- 
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sified  that  they  must  inevitably  come  in  conflict  with  the  law  and 
find  their  way  to  jails,  workhouses  or  insane  asylums. 

The  second  class  comprises  those  who,  while  they  could  legally 
be  committed  to  a  hospital  for  the  insane,  should  not  be  sent  there, 
as  their  disease  is  amenable  to  treatment  and  they  will  recover  in 
a  comparatively  brief  time.  This  is  important  for  the  future  wel- 
fare of  the  patient,  because  owing  to  ignorant  prejudice  a  certain 
stigma  still  adheres  to  those  who  have  been  inmates  of  insane 
asylums. 

In  reviewing  the  admissions  to  the  psychopathic  wards  of  Belle- 
vue  Hospital  for  1906 — with  a  view  of  determining  the  number 
of  suitable  patients  who  would  have  been  proper  cases  for  treat- 
ment in  psychopathic  wards  or  hospitals — I  find  the  following 
figures : 

Out  of  2721  admissions  during  the  year  1906,  about  250  were 
such  as  would  have  been  proper  patients  for  treatment  in  a  psycho- 
pathic hospital  had  it  been  possible  to  keep  them  for  a  longer 
period  than  the  present  short  time  permitted  by  law.  Many  of 
these  would  have  recovered,  and  a  number  would  have  shown  such 
improvement  as  to  permit  their  return  home  without  the  necessity 
of  a  commitment  to  a  State  hospital. 

The  diagnoses  in  these  250  cases  were  as  follows : 

(a)  Twenty  were  transient  states  of  excitement,  confusion  and 
depression  from  unascertained  causes.  Of  such  cases  some  clear 
up  in  a  few  days,  whereas  others  require  several  weeks  before  they 
are  restored  to  their  normal  condition. 

(b)  Fifty  were  cases  of  alcoholic  psychoses.  Most  of  these 
were  of  an  acute  hallucinatory  character  and  required  one  or  more 
weeks  for  recovery.  Many  of  these  had  to  be  discharged  before 
they  fully  recovered  on  account  of  legal  obstacles.  Others  were 
committed  to  State  hospitals,  though  it  was  evident  that  recovery 
would  occur  within  a  short  time. 

(c)  Twenty  were  cases  of  toxic-exhaustive  psychoses  in  which 
the  same  procedure  had  to  be  followed  as  in  the  alcoholics. 

(d)  Forty  were  cases  of  post-epileptic  confusion  and  excite- 
ment. As  is  well  known  the  great  majority  of  these  patients  clear 
up  rapidly  and  regain  their  usual  mental  state  in  a  short  time. 
Some,  however,  improve  slowly  and  gradually  and  would  derive 
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much  benefit  were  it  possible  to  place  them  under  treatment  for 
several  weeks. 

(e)  Sixteen  were  cases  of  hysteria.  This  is  a  most  unfortunate 
and  much  abused  class — much  abused  because  the  nature  of  their 
malady  is  not  properly  understood.  Many  regard  them  as 
"  fakers,"  and  these  patients  therefore  receive  no  attention,  and 
are  transferred  from  hospital  to  hospital,  and  treated  in  a  manner 
which  tends  to  intensify  rather  than  to  ameliorate  their  disease. 

(f)  Twenty-two  were  deliria  and  drug  psychoses. 

(g)  Twenty-five  were  cases  of  constitutional  inferiority.  Such 
patients  frequently  are  unduly  disturbed  and  upset  by  an  unusual 
occurrence,  and  being  unable  to  adjust  themselves  to  their  environ- 
ment find  their  way  to  the  hospital,  where  after  a  short  period  of 
rest  and  treatment  they  are  restored  to  their  former  condition. 

(h)  Twenty-five  were  cases  of  dementia  precox.  These  were 
chiefly  cases  in  which  the  disease  had  not  progressed  very  far  and 
had  become  stationary,  leaving  the  mentality  somewhat  impaired. 
For  similar  reasons  as  stated  in  referring  above  to  the  cases  of 
constitutional  inferiority,  such  persons  are  often  temporarily  una- 
ble to  adapt  themselves  to  their  surroundings,  and  brought  to  the 
hospital,  where  after  a  short  stay  with  proper  rest  and  treatment 
they  may  return  to  their  former  limited  activities  in  life. 

(i)  Fifteen  were  mild  depressive  states  at  the  period  of  involu- 
tion, ten  were  mild  manic-depressive  psychoses,  and  seven  were 
acute  hallucinoses  of  obscure  etiology. 

As  already  stated  a  number  of  these  had  to  be  committed,  while 
others  had  to  be  discharged  before  they  fully  recovered  and  fre- 
quently returned  with  relapses. 

But  the  most  proper  function  of  psychopathic  hospitals,  and  to 
my  mind  the  one  which  most  strongly  justifies  their  establishment, 
is  the  facilities  which  such  institutions  will  afford  for  the  teaching 
of  psychiatry. 

While  the  creation  of  psychopathic  hospitals  easily  accessible 
to  the  public  will  undoubtedly  aid  in  bettering  the  condition  of  the 
insane,  yet  it  seems  to  me  that  the  most  effective  advance  lies  in 
a  different  direction.  It  matters  little  whether  we  erect  costly  and 
elaborate  buildings  in  the  heart  of  great  and  crowded  cities, 
whether  we  give  these  buildings  euphonious  appellations,  the  pub- 
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lie  will  continue  to  entertain  the  prejudice  and  horror  towards  in- 
sane institutions  and  continue  to  be  reluctant  in  bringing  their 
friends  promptly  for  treatment,  unless  proper  steps  are  taken  to 
eradicate  the  deep-seated  antipathy  of  many  ages. 

But  how  is  this  to  be  accomplished?  By  the  education  of  the 
public  which  in  turn  can  most  effectively  be  done  by  educating 
the  medical  profession  in  psychiatry.  The  curriculum  of  most  of 
our  leading  medical  colleges  provides  about  six  lectures  on  insan- 
ity annually,  which  are  but  poorly  attended.  Is  it  strange  then 
that  the  average  physician's  knowledge  of  psychiatry  is  almost  as 
crude  as  the  layman's?  One  occasionally  meets  lawyers  whose 
knowledge  of  insanity  surpasses  that  of  the  average  practitioner. 

Owing  to  the  failure  of  the  family  physician  to  recognize  the 
early  symptoms  of  mental  disease,  incalculable  harm  is  done  to  the 
insane.  Hardly  a  day  passes  without  our  attention  being  called 
to  a  case  where  the  lack  of  even  elementary  knowledge  of  psychia- 
try on  the  part  of  the  family  medical  attendant  has  not  only  en- 
dangered the  future  mental  welfare  of  the  patient  but  also  has 
caused  unnecessary  misery,  poverty  and  disgrace  to  the  family. 

This  can  only  be  remedied  by  a  more  extended  and  thorough 
teaching  of  psychiatry  in  our  medical  colleges.  Psychopathic  hos- 
pitals will  afford  ideal  conditions  for  this  purpose  for  two  reasons : 

First,  because  the  material  will  be  accessible,  and  secondly  be- 
cause the  cases  seen  here  will  be  more  like  those  with  which  the 
general  practitioner  must  deal  in  his  practice,  and  not  advanced 
types  such  as  are  found  in  the  asylums. 

Psychopathic  wards  in  connection  with  general  hospitals  will  do 
much  to  diffuse  a  knowledge  of  psychiatry  among  the  medical 
profession  as  they  will  afford  facilities  to  the  members  of  the 
staff  for  the  study  of  mental  diseases.  Such  an  arrangement  is 
carried  out  at  the  Bellevue  Hospital,  a  two-months'  course  in  the 
psychopathic  department  being  part  of  the  general  training  of  the 
interne  staff. 

Another  important  and  effective  way  to  educate  the  medical 
profession  is  by  enlightening  them  in  regard  to  the  conditions  that 
exist  in  State  hospitals  for  the  insane.  It  is  simply  surprising  to 
find  how  few  general  practitioners — even  neurologists — know  of 
the  excellent,  scientific  work  that  is  done  in  our  State  hospitals  in 
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the  care  and  treatment  of  the  insane.  They  seem  to  regard  the 
physicians  in  State  hospitals  as  foster-professional  brothers  and 
incapable  of  anything  but  routine  administrative  work.  The  treat- 
ment received  in  the  State  hospitals  is  apparently  believed  to  be 
merely  of  a  custodial  nature.  It  is  one  of  our  most  difficult  tasks 
in  the  psychopathic  wards  of  the  Bellevue  Hospital  to  convince, 
not  only  the  friends  of  the  patients  but  frequently  the  family  physi- 
cian as  well,  that  patients  in  State  hospitals  are  not  neglected ;  that 
they  do  not  become  ''  chronic  lunatics  "  by  going  there,  and  that 
the  treatment  pursued  in  the  State  hospitals  is  equal  to  or  surpasses 
that  of  any  private  institution. 

The  attitude  of  the  State  hospitals  is,  perhaps,  in  part,  respon- 
sible for  this  misconception.  It  is  unfortunate  that  many  of  our 
State  hospitals  are  so  far  removed  from  large  centers  of  popula- 
tion. This  isolates  them  and  is  a  hindrance  to  the  development 
of  that  mutual  understanding  which  should  exist  between  men  in 
the  institutions  and  the  general  practitioner.  However,  if  more 
efforts  were  made  by  those  in  the  hospitals  not  so  unfavorably 
located,  to  have  the  profession  visit  more  often  and  to  give  them 
the  opportunities  to  see  frequently  for  themselves  the  work  that 
is  going  on,  the  misunderstandings  and  mis  judgments  would  grad- 
ually disappear.  Reports  and  presentation  of  patients  at  the  meet- 
ings of  the  medical  societies  in  the  cities,  as  well  as  invitations  to 
local  societies  to  meet  in  the  hospital  buildings  at  regular  intervals 
are  steps  that  will  aid  in  bringing  about  a  better  conception  of  the 
work  of  the  State  hospitals. 

Speaking  from  personal  experience  and  occupying  an  intermedi- 
ary position — with  the  medical  profession  on  the  one  hand  and  the 
State  hospitals  in  the  vicinity  of  New  York  City,  on  the  other — 
I  can  say  unhesitatingly  that  the  happy  change  in  the  attitude  and 
policy  of  the  Manhattan  State  Hospital,  in  this  regard,  during  the 
past  few  years,  has  done  a  great  deal  to  enlighten  the  medical  pro- 
fession as  to  the  true  nature  of  the  care  and  treatment  afforded 
there.  The  proportion  of  the  number  of  commitments  to  the  Man- 
hattan State  Hospital  on  the  special  demand  of  physicians  to  the 
total  admissions  has  increased  more  than  has  the  proportion  of 
increase  in  the  admissions  to  the  psychopathic  wards. 

In  conclusion  I  wish  to  repeat  that  in  my  opinion  the  most 
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effective  method  that  can  be  devised  to  improve  the  condition  of 
the  insane  is  to  bring  about  a  more  enhghtened  pubHc  opinion. 
The  first  and  most  important  step  is  to  begin  within  our  own  ranks, 
and  aim  to  improve  the  teaching  of  psychiatry  in  our  medical 
colleges.  If  the  psychopathic  wards  could  serve  no  other  function, 
they  would  amply  demonstrate  their  usefulness,  in  bringing  about 
this  much  needed  improvement. 

DISCUSSION. 

Dr.  Bancroft.— I  may  say  by  way  of  preface  that  this  subject  of  psycho- 
pathic hospitals  and  observation  wards  in  connection  with  existing  insane 
hospitals  is  not  altogether  a  new  one.  In  1880,  I  think  it  was,  or  prior 
to  1880,  Dr.  Clouston  advocated  the  establishment  of  such  wards,  and  in 
1880  the  board  of  lunacy  in  Scotland  devised  a  scheme  by  which  all  the 
Scottish  hospitals  for  the  insane  were  to  have  hospital  wards  or  a  hospital 
building  in  connection  with  the  several  institutions,  so  that  this  idea  origi- 
nated, I  think,  in  Scotland,  and  has  been  a  prominent  feature  of  their 
institutions. 

Dr.  Burgess. — I  am  glad  to  be  able  to  say  that  the  Province  of  Ontario 
is  setting  an  example  to  the  rest  of  the  Dominion  in  the  matter  of  psycho- 
pathic hospitals.  Whether  we  will  avail  ourselves  of  it  remains  to  be  seen. 
However,  one  of  the  main  leaders  in  bringing  about  this  good  result  has 
been  Dr.  Donald  C.  Meyers,  who,  I  am  glad  to  say,  is  with  us  to-day,  and 
I  would  be  glad,  Mr.  President,  if  you  would  call  upon  him. 

Dr.  D.  C.  Meyers. — I  thank  you  very  much,  Mr.  President.  It  is  very 
kind  of  the  association.  I  may  say  that  I  have  listened  with  a  very  great 
deal  of  pleasure  to  these  papers  on  the  establishment  of  psychopathic  hos- 
pitals. I  do  not  think  we  can  yet  fully  realize  the  great  good  that  can  be 
done  with  the  development,  in  its  complete  form,  of  the  psychopathic 
hospital. 

There  is  no  doubt,  of  course,  of  the  advisability  of  the  work,  and  so  I 
do  not  think  that  is  open  at  all  to  discussion.  There  is  one  point,  that  is, 
the  importance  of  having  the  psychopathic  hospital  in  very  intimate  con- 
nection with  the  general  hospital.  The  great  point  about  it  is  just  what 
Dr.  Stedman  has  said :  education  is  really  the  crux  of  this  whole  matter, 
and  with  these  hospitals  removed  at  all  from  the  general  hospital,  the 
students  do  not  have  the  same  opportunity  of  observation.  The  psycho- 
pathic ward  should  be  in  connection  with  the  general  hospital  where  the 
student  would  be  able  to  see  these  cases,  would  be  obliged  to  care  for 
them  and  study  them  just  as  they  care  for  cases  of  disease  of  the  heart 
and  lungs,  and  consequently  the  necessity  of  properly  comprehending 
mental  diseases  would  become  immediately  apparent  to  him.  Many  false 
ideas  will  then  be  done  away  with,  and  we  will  have  a  solid  foundation 
on  which  to  build  the  treatment  of  all  these  cases. 
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You  have  been  good  enough  to  ask  me  to  say  a  few  words  about  what 
has  been  done  in  Toronto,  and  I  may  say  in  that  regard  that  a  year  ago 
the  government  gave  us  a  grant  for  the  establishment  of  wards  in  general 
hospitals  for  acute  functional  nervous  cases,  especially  for  the  pre-insane 
stage  of  acute  mental  disease.  It  was  that  particular  measure  which  was 
laid  before  the  government,  and  I  think  it  is  very  interesting  in  connection 
with  what  has  been  said  to-day,  particularly  in  regard  to  the  State  of 
Michigan. 

I  may  say  these  wards  are  for  functional  neuroses  only — cases  of 
insanity  are  not  admitted — and  I  may  say  that  the  results  of  treatment  in 
these  wards  for  a  year  has  shown  them  to  be,  I  think,  of  very  great 
usefulness,  and  has  been  eminently  satisfactory.  So  that  I  think  that  the 
advisability  of  having  nervous  wards  in  general  hospitals  for  these  cases 
is  placed  beyond  all  doubt,  because  of  the  fact  that  many  of  these  cases 
would  go  to  the  general  hospital  for  treatment  and  can  be  put  into  nervous 
wards,  whereas  if  they  thought  they  were  going  to  be  treated  among  the 
insane,  or  to  be  committed,  they  would  not  go,  but  would  go  to  some 
general  hospital  where  the  facilities  they  need  are  not  at  hand.  Of  course 
there  are  many  cases  of  dementia  prsecox,  for  example,  essentially  chronic, 
which  naturally  find  their  way  to  the  psychopathic  ward,  but  these  can  be 
removed  at  the  proper  time,  and  there  is  a  vast  number  of  functionally 
nervous  cases  which  can  only  be  treated  in  such  wards  as  I  spoke  of. 

In  regard  to  the  psychopathic  hospital,  I  am  very  glad  to  be  able  to 
say — we  have  a  very  good  government  in  Ontario  now — that  we  have  just 
been  granted  $200,000  for  the  construction  of  such  a  hospital,  and  I  am 
pleased  to  say  that  we  have  been  able  to  have  it  placed  directly  in  con- 
nection and  in  the  same  block  with  the  new  general  hospital  now  being 
built  in  Toronto.  Dr.  Clarke  has  worked  very  faithfully  to  have  it  done, 
and  I  am  sure  that  as  soon  as  that  hospital  is  opened,  it  will  give  a  good 
account  of  itself.     I  thank  you  for  your  attention.     (Applause.) 

Dr.  Coe. — I  am  sure  we  have  all  been  much  interested  in  these  papers. 
They  have  touched  upon  a  most  vital  subject  and  a  very  practical  one, 
and  we  should  help  spread  their  gospel  in  our  own  several  neighborhoods. 

The  reports  of  results  in  the  separate  psychopathic  wards  of  Bellevue 
hospital  were  specially  pleasing.  It  represents  the  practical  application  of 
an  old  theory,  as  our  president-elect,  Dr.  Bancroft,  has  said. 

Most  of  you  doubtless  have  seen  the  Morningside  institution  at  Edin- 
burgh, and  know  that  to  a  great  extent  it  is  a  receiving  institution,  al- 
though there  are  a  great  many  chronic  cases  there.  The  good  results 
obtained  from  treatment  at  this  institution  depend  upon  its  "cottage 
system,"  a  large  medical  corps  and  the  employment  on  an  average  of 
two  employees  for  every  three  patients. 

As  some  of  you  know,  I  have  in  Oregon  a  department  for  the  govern- 
ment insane  of  Alaska,  and  the  patients  are  all  sent  me  under  commitment. 
Our  institution  for  private  patients,  however,  established  by  me   15  years 
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ago,  receives  all  its  patients  without  commitment,  there  being  no  law  in 
Oregon  for  the  private  commitment  of  patients.  I  have  talked  with  a 
number  of  people  regarding  the  peculiar  legal  aspect  of  conditions  in 
Oregon,  and  some  of  them  expressed  surprise  that  legal  complications 
have  not  during  these  15  years  arisen  to  embarrass  us  in  our  work.  We 
are  of  course  on  account  of  this  law  extremely  careful  in  assuming  the 
care  of  questionable  cases.  In  all  this  time  we  have  never  had  as  much  as 
a  suspicion  of  litigation  through  charges  of  any  unlawful  restraint.  We 
take  these  patients  and  restrain  them,  the  same  as  typhoid  fever  patients 
in  delirium  would  be  restrained,  assuming  of  course  more  responsibility 
than  where  regular  commitments  had  been  made,  and  exercising  the  limit 
of  care. 

Like  the  recoveries  reported  in  Bellevue,  these  people  are  treated  not  as 
strictly  insane  individuals,  but  as  those  needing  hospital  treatment,  and 
are  returned  to  their  homes  without  having  gone  through  the  court,  an 
element  of  very  great  satisfaction  to  the  patient  and  the  families  of  the 
afflicted.  I  am  prepared,  therefore,  to  say  that  under  the  exercise  of  due 
diligence  little  annoyance  need  be  feared  because  patients  are  restrained 
in  psychopathic  wards  and  hospitals  without  regular  commitment. 

Dr.  Burr. — Mr.  President:  I  think  this  is  a  matter  in  which  the  asso- 
ciation may  becomingly  take  a  lively  interest.  In  Michigan  we  have  much 
pride  and  satisfaction  in  the  psychopathic  hospital  at  Ann  Arbor.  I  con- 
gratulate Dr.  Barrett  and  the  others  on  their  good  work  in  bringing  this 
subject  to  the  attention  of  the  association.  The  psychopathic  hospital  at 
Ann  Arbor  was  established  almost  without  precedents  to  guide  it.  Not- 
w'ithstanding  this,  pronounced  success  has  already  been  attained,  and  the 
outlook  for  the  future  is  bright  with  promise  for  students  and  practitioners 
and  especially  for  assistant  physicians  in  institutions  for  the  care  of  the 
insane.  Dr.  Barrett  has  kindly  permitted  all  assistants  connected  with 
institutions  whether  state  hospitals  or  those  of  a  private  character  to  come 
under  his  tuition.  They  receive  without  cost  the  advantages  of  the  psy- 
chopathic hospital,  and  for  this  consideration  I  especially  feel  thankful. 

The  psychopathic  hospital  is  useful  to  me  in  more  ways  than  one.  Many 
patients  come  to  the  institution  with  which  I  am  connected  under  a  total 
misapprehension  as  to  the  length  of  time  required  to  bring  about  restora- 
tion to  health.  Sometimes  the  idea  that  a  week's,  two  weeks',  three  weeks' 
care,  only,  will  be  necessary  is  instilled  into  the  minds  of  friends  by  the 
doctor ;  at  all  events,  it  is  attributed  to  the  doctor.  I  am  satisfied,  how- 
ever, that  the  idea  is  often  conceived  in  the  minds  of  the  friends  of  the 
patient,  the  wish  being  father  to  the  thought.  Naturally  disappointment 
follows,  and  the  patient  is  removed  before  any  good  is  accomplished. 
Other  patients  whose  means  are  limited  come  with  the  expectation  of  a 
short  period  of  treatment.  An  adjustment  between  their  pocketbook  on 
the  one  hand  and  the  provision  of  the  hospital  on  the  other  is  not  prac- 
ticable for  any  lengthy  period.    To  me  it  is  very  comforting  to  say  to  the 
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friends  of  patients  of  either  of  these  classes,  or  to  the  patients  themselves, 
"Have  you  tried  the  psychopathic  hospital  at  Ann  Arbor?"  I  make  such 
suggestion  as  this  to  patients  directly.  To  one  recently  I  gave  the  advice 
to  apply  to  Dr.  Barrett  and  place  himself  under  care,  if  possible,  in  the 
psychopathic  hospital.  That  institution  has  a  wide  field  of  usefulness,  and 
is  a  decided  acquisition  to  the  curative  and  teaching  equipment  of  Michigan. 

Dr.  Stockton. — About  two  years  ago,  at  the  State  Hospital  at  Columbus, 
Ohio,  we  established  a  cottage  for  the  care  and  treatment  of  the  acute 
curable  insane,  and  the  results  have  been  very  good.  By  way  of  treatment 
we  use  hydrotherapy,  massage,  special  diet,  etc.  It  has  been  very  interest- 
ing to  me  to  hear  this  discussion  to-day. 

Dr.  Crumbacker. — I  have  been  very  deeply  interested  in  the  symposium 
on  this  subject  of  psychopathic  hospitals.  There  was  one  point  mentioned 
that  I  desire  to  enquire  further  about.  If  I  understood  Dr.  Barrett,  he 
made  the  statement  that  in  cases  where  the  insanity  has  already  become 
well  established  or  fully  developed,  we  must  not  expect  a  larger  percent- 
age of  recoveries  at  present  from  treatment  in  the  psychopathic  hospitals 
than  in  other  institutions.  This  is  a  statement  which  I  believe  to  be  cor- 
rect; and  yet  I  have  heard  the  reverse  made  time  and  again,  without  con- 
troverting it  in  any  way,  and  I  must  admit  without  desiring  to  refute  it. 

There  is  no  incentive  so  great  with  governing  boards  and  legislative 
bodies  ordinarily  as  the  one  of  lessening  expenses,  and  if  it  can  be  made 
apparent  to  them  that  the  establishment  of  psychopathic  hospitals,  even 
while  expensive  in  the  beginning,  will  eventually  tend  to  induce  lower 
taxes,  we  are  more  likely  to  receive  the  proper  encouragement  from  them 
and  to  be  granted  the  appropriations  necessary  for  their  institution  and 
maintenance.  For  this  reason  there  is  a  great  incentive  for  those  who 
attempt  to  secure  such  appropriations  from  the  legislatures  to  make  state- 
ments with  regard  to  this  particular  point  which  facts  will  hardly  bear  out. 
The  desirability  of  maintaining  well  equipped  hospitals  for  the  insane, 
however,  is  so  well  recognized  now  as  to  render  any  extravagant  claims 
for  them  unwise;  but  I  am  anxious  to  hear  from  Dr.  Meyer  concerning 
the  statistics  on  this  subject  since  the  establishment  of  the  psychopathic 
hospital  on  Ward's  Island;  that  is,  as  to  whether  or  not  the  percentage 
of  recoveries  since  the  opening  of  the  department  has  really  increased. 

Dr.  Meyer. — Statistics  are  so  fallacious  that  I  have  never  tried  to  present 
the  results  in  figures. 

These  matters  have  got  to  be  decided  in  individual  cases.  With  regard 
to  this  whole  problem  I  have  thought  it  especially  important  to  insist  on 
the  fact  that  the  public  ought  to  feel  that  the  hospitals  that  exist  at  present 
are  doing  what  they  can  with  their  present  opportunities,  and  that  psycho- 
pathic hospitals  will  try  to  meet  similar  needs,  and  the  demands  of  the 
community,  location,  etc.  If  they  work  efficiently  they  will  also  promote 
the  work  of  the  State  hospitals,  but  under  no  circumstances  should  we 
make  invidious  comparisons  between  the  new  places  and  the  State  hos- 
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pitals.  We  are  trying  to  do  what  we  can  under  present  conditions :  the 
State  hospitals  have  to  do  their  share;  localities  have  to  do  theirs,  and 
the  medical  colleges  similarly. 

Dr.  Barrett. — It  is  very  gratifying  to  learn  of  the  growth  of  this  move- 
ment, especially  of  the  promising  institution  in  Canada. 

In  regard  to  Dr.  Crumbacker's  question,  I  would  say  that  it  is  a  very 
dangerous  thing  to  make  comparisons  unless  one  has  control  of  his  figures. 
The  statement  I  made  as  to  the  fact  that  a  certain  number  of  patients  had 
been  treated  and  had  recovered  or  improved  without  having  been  com- 
mitted to  the  asylum  was  made  in  comparison  with  modern  hospitals  for 
the  insane  and  with  keen  appreciation  of  methods  of  treatment.  I  think 
it  is  wrong  to  emphasize  too  much  that  the  hospital  psychopathic  ward  can 
do  more  than  the  asylum.  It  simply  antagonizes  people  and  at  the  same 
time  gains  very  little  support. 


OPSONINS  AND  THE  EMPLOYMENT  OF  THERAPEU- 
TIC VACCINES  IN  THE  TREATMENT  OF  GENERAL 
PARALYSIS  OF  THE  INSANE. 

By  JOHN  D.  O'BRIEN,  M.  D., 

Pathologist  and  Assistant  Physician,  Massillon  State  Hospital, 

Massillon^  Ohio. 

As  a  result  of  previous  observations  on  the  etiology  of  general 
paralysis,  we  were  led  to  believe  the  disease  is  a  bacterial  infection, 
and  that  the  bacillus  paralyticans  is  the  specific  etiological  factor 
in  the  production  of  the  disease.  This  was  further  corroborated 
by  experimental  inoculation  of  animals  with  material  obtained 
from  general  paralytics  and  the  successful  production  of  a  train 
of  symptoms  and  pathological  picture,  similar  to  those  seen  in 
general  paralysis.  Further  evidence  was  obtained  of  the  etiologi- 
cal relationship  of  the  bacillus  with  the  disease  by  the  presence  of 
a  positive  agglutination  test  in  a  series  of  twelve  cases,  its  absence 
or  a  negative  reaction  in  the  other  insanities  and  likewise  in  normal 
blood-serum.  Following  E.  A.  Wright's  most  brilliant  contribu- 
tion to  medical  science,  the  opsonic  theory,  we  have  occupied 
ourselves  principally  with  its  study  in  the  further  relation  of  the 
bacillus  paralyticans  to  general  paralysis. 

Wright,  following  many  thousands  of  quantitative  estimations 
of  the  opsonic  power  of  the  blood  in  the  different  bacterial 
diseases,  concludes  that  bacterial  infections  in  themselves  are 
divided  into  two  great  classes  : 

(i)  In  one  class  of  infections,  the  opsonic  power  with  respect 
to  the  infecting  organism  hardly  varies  from  day  to  day,  remaining 
always  inferior  to  that  of  the  normal  blood. 

(2)  In  another  class  of  infections  the  opsonic  power  is  con- 
tinually fluctuating,  the  range  of  variation  being  from  far  below 
the  normal  to  far  above  the  normal ;  these  two  categories  of  infec- 
tions correspond  respectively  to  strictly  localized  and  systemic 
infections. 
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''the    OPSONIC    INDEX    IN    GENERAL    PARALYSIS/" 

For  a  period  of  time  we  made  daily  observations  of  the  opsonic 
index  with  respect  to  the  B.  paralyticans,  regardless  of  the  dura- 
tion or  stage  of  the  disease,  and  we  found  the  opsonic  content  of  the 
serum  to  fluctuate  considerably ;  even  daily  fluctuations  were  ob- 
served. One  variation  of  0.30  to  1.40  was  noticed  in  one  case  ;  this 
fact,  in  connection  with  the  multiplicity  of  symptoms  and  viscera 
diseased  in  this  infection  and  its  rapid  course  in  some  cases,  adds 
considerable  evidence  that  the  disease  is  undoubtedly  a  systemic 
one.  These  variations  in  the  opsonic  index  of  the  blood-serum  are 
an  evidence  of  the  periodic  activation  and  inhibition  of  the  machin- 
ery of  immunization,  that  in  a  progressive  infection  of  this  kind 
there  seems  to  be  a  gradual  unabated  multiplication  of  bacteria  in 
the  blood  and  tissues,  bacteria  thrown  out  from  the  various  infec- 
tive foci  in  different  parts  of  the  body  in  large  doses,  and  at  inap- 
propriate times,  their  conveyance  to  different  parts  of  the  body 
and  consequent  deleterious  effects ;  the  immunizing  stimuli  which 
are  here  required  for  raising  the  opsonic  power  and  for  maintain- 
ing it  at  a  high  level  make  default. 

Each  exacerbation  of  the  patient's  condition  corresponds  to  a 
large  outpouring  of  bacteria  into  the  blood-stream,  with  a  diminu- 
tion in  the  resistive  power  of  the  individual,  followed  again  and 
again  by  ill-adjusted  doses,  and  at  inappropriate  times  until  finally 
either  one  long  invasion  and  a  congestive  seizure  occurs  or  a 
series  of  invasions  and  death  ensues. 

''the   APPLICATION    OF    BACTERIAL   VACCINES    IN    THE   TREATMENT 

OF   THE   DISEASE."" 

The  results  achieved  by  Wright  and  his  followers  in  the  treat- 
ment of  different  diseases,  more  so  tuberculosis,  by  the  injection 
of  properly  dosed  killed  cultures  of  the  causative  organism,  led 
me  to  apply  the  principles  of  such  to  this  disease ;  accordingly, 
a  vaccine  was  prepared  from  B.  paralyticans  for  injection,  each 
injection  to  be  governed  by  a  quantitative  measurement  of  the 
anti-bacterial  power  or  opsonic  index  of  the  patient's  blood-serum 
as  compared  with  that  of  a  normal  person. 

It  might  be  well  to  state  here  the  conditions  supervening  upon 
the  inoculation  of  a  bacterial  vaccine.     Without  exception  there 
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has  followed  the  same  train  of  events  in  each  case,  upon  the 
inoculation  of  the  vaccine  there  supervened  a  period  of  intoxica- 
tion v^hich  is  characterized  by  a  decline  in  the  anti-bacterial  power 
of  the  blood  called  the  "  Negative  Phase."  This  negative  phase, 
which  usually  terminates  at  about  the  third  day  following  the 
inoculation,  is  usually  more  or  less  accentuated  or  prolonged, 
according  as  a  larger  or  smaller  dose  is  used,  and  discloses  itself 
clinically  by  mental  disturbance,  patients  growing  quite  depressed 
and  irritable ;  severe  headache,  marked  degree  of  discomfort,  and 
a  feeling  of  general  malaise.  Upon  the  negative  phase  there  fol- 
lowed the  ''  Positive  Phase,"  whose  characteristic  feature  is  an 
increase  in  the  anti-bacterial  power  of  the  blood  corresponding  to 
a  period  of  increased  resistance.  There  is  associated  with  this  phase 
a  slight  rise  in  temperature,  marked  leucocytosis,  a  general  pro- 
nounced feeling  of  vigor  and  well-being;  this  phase  may  be  pro- 
longed for  from  7  to  lo  days,  and  the  event  of  its  decline,  as  esti- 
mated by  an  examination  of  the  opsonic  content  of  the  serum,  is  the 
signal  for  reinoculation.  Of  course  if  the  opsonic  index  remains 
at  a  high  level  and  well  above  normal,  it  is  well  to  wait  until  it 
begins  to  decline.  This  condition  of  high  positive  phase  may  last 
for  quite  a  few  days.  We  found,  as  a  rule,  that  our  cases  were 
ready  for  inoculation  at  about  12-14  day. 

In  the  beginning  of  such  a  treatment  we  were  confronted  with 
two  problems :  ( i )  Character  of  patients  to  choose  from.  The 
cases  taken  were  of  the  ordinary  run  of  general  paralytics  as 
admitted  to  the  hospital,  as  the  technique  entails  so  much  care 
and  the  liability  of  error  is  so  great,  it  was  decided  to  choose  a 
small  number  and  confine  our  observations  thereto.  (2)  Relative  to 
dosage,  each  case  determines  its  dose ;  we  began  with  a  minute 
dose,  one  sufficient  to  evoke  a  satisfactory  response,  and  then 
regulated  same  by  the  length  of  the  negative  phase;  in  this  way 
we  were  able  to  obtain  a  satisfactory  standard  dose  for  each  and 
every  individual  under  treatment. 

I  will  recite  a  few  brief  points  relative  to  some  cases  we  have 
had  under  this  plan  of  treatment. 

Case  i. — E.  W.  Male,  age  29.  Recognized  onset  of  disease  3  years 
ago ;  at  the  time  inoculations  were  first  commenced,  patient  was  mute, 
confused,  resistive,  untidy,  bed-ridden,  markedly  ataxic,  unable  to  walk, 
refused  food,  it  being  necessary  to  tube  him  twice  daily;   following  the 
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second  inoculation  he  grew  brighter,  became  talkative,  manifested  an 
interest  in  his  surroundings,  asked  concerning  home  Hfe,  friends,  relatives, 
began  to  eat,  untidiness  disappeared,  and  his  improvement  both  mentally 
dnd  physically  has  continued,  gaining  19  pounds  in  weight,  and  at  present 
is  in  a  well  defined  remission,  enjoys  the  privilege  of  walking  about 
grounds  alone  and  is  arranging  his  plans  for  the  future, 

I  mention  this  case  particularly  because  it  is  one  of  the  most  typical 
cases  showing  improvement.  The  same  striking  changes  occur  in  nearly 
all  the  cases  I  report. 

Case  2. — H.  I.  Male,  age  44.  Onset  of  disease  dates  back  2^  years. 
At  the  time  inoculations  were  first  started,  he  was  very  noisy,  delusional, 
incoherent,  unclean  at  times,  destructive,  able  to  walk  but  a  short  dis- 
tance, ataxic,  stumbling  gait.  He  also  ate  sparingly.  Since  inoculations 
were  given  five  weeks  ago,  he  has  grown  considerably  quieter,  talk  is 
more  coherent,  delusions  have  faded,  grown  very  tidy  and  gentlemanly, 
manifests  an  interest  in  his  surroundings ;  reads  daily  papers,  assisting 
feeble  patients,  and  shows  a  very  decided  change  in  manner  and  appear- 
ance, and  is  rapidly  approaching  a  remission ;  also  shows  a  gain  in 
weight  of  4^  pounds. 

This  patient,  it  also  might  be  added,  was  the  only  one  of  the  group 
to  show  any  serious  febrile  disturbance  during  the  course  of  inoculation. 

Case  3. — J.  E.  Male,  age  46.  Onset  of  disease  dates  back  2  years. 
Demented ;  bed-ridden ;  weak,  tottering  gait ;  unable  to  stand ;  mutter- 
ing constantly  unintelligibly;  ate  very  little.  Following  three  weeks' 
course  of  inoculation,  patient  grew  brighter,  talk  became  more  intelli- 
gible, began  to  show  decided  interest  in  his  surroundings,  improved  con- 
siderably physically,  and  at  present  is  up,  walking  about.  I  believe  this 
case  to  have  been  too  far  advanced  to  expect  any  very  great  improvement, 
although  the  improvement  seen  was  most  striking. 

Case  4. — E.  H.  Male,  age  52.  Onset  of  disease  dates  back  i^  years. 
Tabetic  symptom-complex  present,  quiet,  muttering  to  self;  very  de- 
lusional, excitable,  confused  at  times.  It  has  been  three  weeks  since 
inoculations  were  first  started,  and  but  slight  improvement  mentally  has 
been  noticed,  although  there  was  marked  physical  improvement,  patient 
gaining  5  pounds  in  weight. 

With  this  case,  I  was  compelled  to  suspend  inoculations,  owing  to  the 
fact  that  he  developed  acute  articular  rheumatism  and  it  became  neces- 
sary for  us  to  direct  our  treatment  in  that  direction. 

Case  5. — J.  M.  Male,  age  40.  History  states  he  had  an  epileptiform 
seizure  about  4  months  ago.  At  the  time  inoculations  were  started,  he 
was  very  excitable,  boisterous,  loquacious,  incoherent ;  delusions  of  gran- 
deur, impulsive.  Since  the  inoculations  began  three  weeks  ago,  he  has 
grown  quiet,  orderly,  assisting  in  ward  work,  reads  books  and  daily 
papers,  attends  amusements,  and  is  now  a  model  patient,  readily  con- 
versing in  a  coherent  manner,  and  apparently  in  a  remission.  During  the 
three  weeks'  treatment  he  has  gained  SV2  pounds  in  weight. 


JOHN   D.    O  BRIEN.  225 

Case  6. — J.  S.  Female,  age  39.  Onset  of  disease  dates  back  2  years. 
At  the  commencement  of  inoculations  she  was  untidy,  destructive,  very 
excitable,  resistive,  incoherent,  delusional,  showing  homicidal  tendencies, 
extremely  slow  in  moving  about,  and  ate  sparingly.  In  two  weeks  from 
date  of  first  inoculation,  this  patient  showed  marked  mental  improvement; 
from  a  resistive,  untidy,  delusional  patient,  she  became  quiet,  orderly, 
assisting  in  ward  work,  reading  and  sewing,  dressing  and  assisting  infirm 
patients,  attending  amusements,  in  which  she  takes  great  delight,  and 
boastingly  refers  to  her  improvement.  She  is  now  in  an  apparent  remis- 
sion, having  been  removed  from  the  infirmary  ward  to  one  of  our  best 
cottages.  Physically  she  shows  a  gain  in  weight  of  12^  pounds.  A 
most  interesting  fact  in  connection  with  her  case  was  the  establishment 
of  her  menstrual  period,  she  having  not  menstruated  for  over  two  years, 
which  probably  dates  the  beginning  of  her  illness. 

Her  opsonic  index  reaches  a  very  high  point,  2.10,  and  maintained  this 
level  for  fully  one  week,  during  which  time  much  of  her  improvement 
was  noticed. 

Case  7. — M.  D.  Female,  age  30.  Onset  of  disease  dates  back  i  year. 
History  states  she  had  an  apoplectiform  seizure  six  months  ago,  involv- 
ing left  side  of  body,  resulting  in  a  marked  speech  defect.  At  the  time 
inoculations  were  commenced,  she  was  sluggish  in  her  movements,  untidy, 
destructive,  mute  at  times,  again  incoherent,  expressing  a  few  delusions 
of  grandeur,  and  mildly  elated.  Inoculations  started  two  weeks  ago, 
during  which  time  she  has  grown  brighter  and  more  active,  talk  more 
coherent,  occupies  her  time  with  sewing  and  reading,  having  grown  very 
clean  and  tidy  in  her  habits.  She  has  recently  been  removed  from  the 
infirmary  ward  to  one  of  our  best  cottages.  Physically  she  has  gained 
5  pounds  in  weight. 

Our  observations  of  the  above  cases  lead  us  to  believe  that  we 
can  expect  great  assistance  from  vaccine  therapy,  if  the  same  is 
conducted  under  the  guidance  of  the  opsonic  index,  but  I  believe 
it  is  futile  to  attempt  it  otherwise,  as  great  harm  can  be  done. 

It  is  interesting  to  observe  the  clinical  picture  during  the  dif- 
ferent phases.  All  the  patients  in  the  beginning  of  the  treatment 
were  apparently  at  their  worst  during  the  negative  phase ;  being 
depressed,  irritable,  and  with  but  little  display  of  energy,  while 
within  a  few  hours  after  the  establishment  of  a  positive  phase  the 
picture  was  reversed,  they  appearing  bright,  active,  congenial  and 
obedient.  That  this  improvement  corresponds  with  an  increase  in 
opsonic  power,  I  have  satisfied  myself,  by  observing  the  alternate 
improvement  and  depression  with  the  rise  and  fall  of  the  opsonic 
index  of  the  blood,  and  that  with  proper  dosage  a  steady  uphill 
progress  is  observed — both  mentally  and  physically. 

IS 
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In  our  control  cases  of  general  paralysis  no  such  changes  men- 
tally or  physically  occurred ;  the  opsonic  index  remained  as  before 
stated,  fluctuating  considerably.  The  cases  for  control  were  kept 
under  constant  observation ;  they  were  placed  under  the  same 
dietetic  conditions,  weighed  regularly,  not  one  showing  even 
a  ^ -pound  gain  in  weight.  As  a  result  of  this  we  are  led  to  be- 
lieve some  specific  change  has  taken  place  in  the  cases  we  have  had 
under  treatment,  and  for  the  present  we  have  adopted  this  plan 
of  treatment  for  general  paralysis. 

As  this  communication  is  intended  merely  as  a  preliminary 
one,  I  will  refrain  at  this  time  from  offering  any  explanation  of 
the  phenomena  involved  in  the  changes  of  the  above  reported 
cases. 

DISCUSSION. 
Dr.  Hill. — I  would  like  to  ask  the  doctor  some  questions  which  I  know 
would  be  of  interest  to  all  of  us.  In  the  first  place,  whether  it  is  necessary 
to  have  the  cerebro-spinal  fluid  to  find  the  organism,  or  whether  it  can  be 
found  in  the  other  tissues  of  the  body  with  sufficient  accuracy  to  make  a 
diagnosis  correctly,  and  whether  the  classification  itself  has  reached  a  suffi- 
cient stage  of  perfection  to  make  that  to  be  depended  on,  and  whether  it  is 
possible  to  use  a  universal  serum  or  does  a  special  antitoxin  have  to  be 
used  for  each  individual? 

Dr.  Burr. — I  would  like  to  ask  Dr.  O'Brien  if  the  cases  he  has  given 
were  all  of  those  under  care? 

Dr.  O'Brien. — Yes,  they  were.  But  seven  were  given  treatment,  as  the 
technique  consumes  so  much  time,  we  were  unable  to  take  a  larger  number. 

Dr.  Burr.— Under  the  circumstances  it  seems  a  most  remarkable 
showing. 

Dr.  Coe. — Did  you  make  an  inquiry  as  to  where  he  gets  the  supply  of 
serum  from  which  he  gets  such  wonderful  work? 

Dr.  Hill. — What  I  asked  was  whether  one  serum  would  apply  for  all 
cases,  or  whether  each  case  required  a  special  culture. 

Dr.  O'Brien. — I  would  state  first  before  you  attempt  this  treatment, 
you  must  isolate  the  organism  from  the  patient  you  have  under  observa- 
tion, which  is  confirmatory.  It  is  usually  obtained  from  the  patient's 
throat;  sometimes  from  the  urine,  and  at  times  from  the  blood.  I  have 
never  had  very  good  results  in  obtaining  it  from  the  cerebro-spinal  fluid. 

I  do  not  use  a  serum.  What  we  use  is  an  emulsion  of  standardized 
killed  culture  of  the  organism,  each  inoculation  consisting  of  i  cc.  of  this 
emulsion,  each  cubic  centimeter  containing  a  specific  number  of  bacilli. 
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The  cases  that  are  reported  are  a  few  cases  that  I  have  had  under 
treatment.  I  merely  took  up  this  plan  of  treatment  while  waiting  for  my 
cows  and  sheep  to  immunize.  I  had  such  wonderful  results  from  a  serum 
obtained  from  an  immunized  goat,  and  used  in  the  treatment  of  dogs, 
that  I  determined  to  immunize  larger  animals  and  while  waiting  for  these 
to  become  immunized,  I  applied  this  method  of  treatment,  and  the  results 
are  such  as  I  have  given  you. 

Dr.  Hill. — You  have  described  the  method  by  which  you  get  the  serum. 
Does  that  serum  answer  for  that  individual  case  only? 

Dr.  O'Brien. — It  applies  to  all  cases,  each  case  being  inoculated  with  a 
quantity  of  the  emulsion.  The  agglutination,  that  is  simply  more  or  less  a 
diagnostic  feature,  although  my  technique  is  not  perfected  entirely.  The 
technique  is  rather  difficult.  It  has,  however,  confirmed  many  of  my 
observations. 

Dr.  Burr. — You  referred  to  some  dangers  in  the  cure. 

Dr.  O'Brien. — The  dangers  are  this :  To  one  of  my  cases  I  gave  a 
large  dose  which  was  so  very  great  that  the  woman  was  thrown  into  con- 
vulsions. The  important  thing  is  to  determine  the  right  dose  for  each 
patient,  and  give  it  at  the  proper  time.  After  that  woman  had  recovered 
from  the  convulsion,  she  said :  "  You  certainly  soused  me  that  time, 
doctor;  you  gave  me  a  terrible  dose." 

Dr.  Hill. — My  own  investigations,  both  of  the  bacillus  paralyticans  and 
opsonins  led  to  results  very  like  the  doctor's.  I  believe  he  has  been  rather 
modest  in  his  claims. 


MEGALOMANIA  IN   GENERAL  PARESIS  OF  THE 

INSANE. 

By  J.  CLEMENT  CLARK,  M.  D., 

Superintendent,  Springfield  State  Hospital,  Sykesville,  Md, 

Most  of  the  writers  on  the  subject  of  general  paresis  of  the 
insane  lay  great  stress  on  the  constancy  with  which  grandiose 
delusions  are  associated  with  this  disease ;  and,  while  no  one 
denies  that  this  exalted  condition  stands  out  very  prominently  in 
the  beginning  of  perhaps  a  majority  of  our  cases  of  paralytic 
dementia,  still  there  remains  a  large  percentage  of  cases  of  paresis 
that  do  not  at  any  stage  show  this  exalted  state.  The  prominence 
given  the  grandiose  delusion  by  many  writers,  and  the  frequency 
with  which  we  see  it  exhibited  in  our  own  cases,  I  fear,  lead  us 
rather  to  expect  to  find  this  condition,  and,  in  its  absence,  overlook 
other  things  which  would  lead  us  to  a  correct  diagnosis. 

We  know  that  no  portion  of  the  entire  cerebrospinal  system, 
or  its  peripheral  nerves,  or  the  sympathetic  system,  is  immune 
from  this  disease.  Then,  certainly,  we  are  not  to  be  surprised  to  find 
a  most  complex  symptomatology,  and  may  expect  to  find  certain 
symptoms  or  groups  of  symptoms  as  one  or  other  parts  of  the 
nervous  system  are  affected.  While  it  is  no  doubt  true  that  the 
disease  makes  its  attack  chiefly  on  the  cerebral  cortex,  and  we  have 
corresponding  symptoms ;  yet,  we  have  other  parts  of  the  nervous 
system  affected,  and  have  other  symptoms  predominating  corre- 
sponding to  the  particular  part  affected. 

In  our  experience  with  general  paresis  at  the  Springfield  State 
Hospital  there  have  been  52  male  and  7  female  patients  admitted 
suffering  from  this  disease,  being  5  per  cent  of  total  admissions ; 
30,  or  about  50  per  cent,  from  the  best  histories  obtainable,  have 
never  shown  the  expansive  delusion,  while  29  give  histories  of 
marked  exaltation  and  delusions  of  grandeur.  This  small  num- 
ber, of  course,  is  insufiicient  on  which  to  base  any  definite  con- 
clusions, but  seems  to  be  enough  to  show  the  necessity  for  us  to 
look  into  all  our  cases  in  the  most  careful  and  painstaking  way 


230        MEGALOMANIA  IN  GENERAL  PARESIS  OF  THE  INSANE. 

for  symptoms  which  are  not  so  plainly  evident,  yet  are  none  the 
less  important. 

The  following  are  a  few  examples  of  cases  that  have  been 
admitted  to  the  Springfield  State  Hospital  which  have  passed 
into  and  through  paresis  in  other  than  the  more  typical  way : 

Case  i. — H.  W.  D.  Stationer,  age  49,  married.  Gives  history  of  having 
suffered  from  neurasthenia  for  several  years.  Noticed  to  be  very  much 
depressed  only  two  months  before  admission.  No  delusions  of  an  exalted 
character  at  any  time.  He  gradually  became  more  demented,  motor 
signs  and  pupillary  anomalies  showing  advanced  stage  of  paresis,  died 
five  months  after  admission,  having  grown  entirely  helpless. 

Case  2. — E.  C.  D.  Hardware  merchant,  age  39,  married.  Gives  no 
history  of  exalted  delusions ;  he  was  steadily  demented  for  eight  months 
previous  to  admission ;  depressed,  threatened  suicide.  On  admission 
patient  was  greatly  demented,  childish,  growing  very  unsteady,  had 
retention  of  urine  and  other  symptoms  indicating  unmistakably  paresis 
in  an  advanced  stage.     Died  in  about  five  months  after  admission. 

Case  3. — A.  B.  C  Salesman,  age  33,  married.  Patient  had  been 
steadily  dementing  for  a  half  year  previous  to  admission.  Memory  for 
recent  events  steadily  growing  worse.  Very  much  depressed ;  seemed 
to  realize  his  serious  condition  and  was  willing  to  come  to  the  hospital, 
expressing  anxiety  to  be  cured.  Condition  showed  on  admission  advanced 
paresis.     Died  five  months  after  admission.      (Heavy  drinker). 

Case  4. — C.  W.  M.  Railroad  engineer,  age  33,  single.  History  states 
that  about  a  year  before  admission  he  had  become  more  or  less  irritable 
and  easily  angered.  Three  months  before  admission  developed  delusions 
of  impending  danger;  on  admission  he  showed  well  developed  signs  of 
paresis,  and  a  month  after  began  to  have  epileptiform  convulsions,  which 
he  continued  to  have  at  irregular  intervals  until  his  death  some  three 
months  later. 

Case  5. — J.  Z.  Bar-keeper,  age  34,  single.  Five  months  before  ad- 
mission the  first  symptoms  were  noted.  He  became  unreasonable  and 
unable  to  retain  his  position  in  business,  after  which  he  wandered  about 
aimlessly  and  acted  peculiarly  in  many  ways.  On  admission  the  patient 
showed  marked  signs  of  paresis ;  became  suspicious  and  irritable ;  hand- 
writing unsteady,  and  died  two  years  and  eight  months  after  admission, 
during  convulsive  seizures. 

Case  6. — W.  H.  W.  Electrician,  age  38,  married.  The  first  symptom 
noticed  by  friends  was  that  of  severe  convulsions  two  weeks  before  ad- 
mission, after  which  he  acted  very  peculiarly,  became  restless  at  night; 
developed  delusions,  thinking  the  children  in  his  neighborhood  were  after 
him.  On  admission  showed  every  sign  of  paresis,  had  convulsive  seizures 
at  irregular  intervals  during  his  stay  at  the  hospital,  died  seven  months 
after  admission. 
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Case  7. — S.  W.  Laborer,  age  62,  married.  Gives  history  of  steady- 
decline  both  mental  and  physical  for  six  months  previous  to  admission. 
Patient  on  admission  in  the  last  stages  of  paresis,  and  died  in  convulsive 
seizures  four  days  after. 

Case  8. — B.  S.  Butcher,  age  40,  married.  Gives  history  of  gradual 
failure  mentally  for  five  years  previous  to  admission.  Had  no  expansive 
delusions,  but  at  times  was  much  depressed,  threatening  to  kill  himself 
on  several  occasions.  Showed  all  signs  of  paresis  on  admission,  after- 
ward steadily  growing  more  demented,  and  dying  eighteen  months  after 
admission,   following   a  paralytic  stroke. 

Case  9. — L.  S.  Salesman,  age  52,  married.  History  showing  sun- 
stroke eight  years  previous  to  admission.  Gradual  dementia  followed ; 
on  admission  showed  well  marked  paresis  and  also  tubercular  pulmonalis 
in  an  advanced  stage,  dying  two  months  later  of  tuberculosis. 

Case  id. — J.  M.  Electrician,  age  33,  single.  Trouble  first  noted  twelve 
months  before  admission.  Highly  excited  at  times,  gradual  dementia, 
impediment  in  speech.  After  admission  was  quiet,  easily  managed,  and 
showing  all  signs  of  paresis.  No  delusions ;  greatly  demented ;  died  of 
exhaustion  about  sixteen  months  after  admission. 

Case  ii. — L.  L.  Brushmaker,  age  43,  married.  One  year  previous  to 
admission  trouble  first  noted;  began  to  act  strangely,  mind  steadily  grow- 
ing weaker.  On  admission  showed  paresis  in  an  advanced  stage,  growing 
steadily  more  demented. 

Case  12. — H.  H.  Locomotive  engineer,  age  47,  married.  Trouble  first 
began  in  an  epileptiform  seizure  two  weeks  before  admission.  Wan- 
dered away  from  home,  went  to  New  Orleans  and  did  not  remember 
on  his  return  where  he  had  been.  Grew  steadily  more  demented  and 
became  helpless,  dying  of  cerebral  congestion  about  three  years  after 
admission. 

Case  13. — J.  W.  Railroading,  widower.  Patient  gives  history  of 
having  had  homicidal,  incendiary,  and  kleptomaniacal  tendencies — since 
admission  had  shown  no  delusions ;  mental  reduction  marked ;  had  an 
attack  in  which  he  became  semi-comatose,  after  which  he  showed  aphasia 
and  great  difficulty  in  walking;  and  after  a  similar  attack  one  month 
later,  patient  died  three  months  after  admission. 

Case  14. — W.  E.  M.  Canner,  age  35,  married.  History  shows  that 
trouble  began  four  months  before  admission,  when  he  became  much 
depressed,  suspicious,  and  lost  interest  in  friends  and  family.  Showed 
signs  of  paresis  on  admission ;  perfectly  quiet  and  slightly  demented. 

Case  15.^ — E.  O.  B.  Storekeeper,  age  43,  married.  When  admitted, 
patient  had  delusions  of  varied  nature;  speech  thick  and  slurring, 
muscles  about  the  mouth  tremulous,  pupils  greatly  contracted  and  non- 
reactive,  Romberg  symptom,  in  fact,  showing  nearly  all  the  signs  of 
paresis.  Very  troublesome,  will  steal  and  hide  almost  everything  on  the 
place  that  he  finds ;  for  a  period  of  about  three  months  he  steadily 
declined    both    mentally    and    physically,    then    grew    very    much    better. 
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physical  condition  improved  very  much,  began  to  talk  and  rationally, 
and  was  paroled,  remaining  away  for  a  period  of  nearly  a  year,  when 
he  returned  in  very  poor  physical  health;  refused  food,  because  he  felt 
himself  unable  to  swallow;  believed  his  teeth  were  displaced,  he  was 
blind,  with  other  delusions  of  a  similar  nature,  in  which  condition  he 
remains  at  present. 

Case  i6. — J.  T.  D.  Salesman,  age  50,  married.  Admitted  in  the  last 
stage  of  paresis ;  gave  history  of  steadily  becoming  more  demented  over 
a  period  of  two  years.  Gave  all  the  motor  signs  of  paresis  and  died 
after  a  period  of  three  months  in  the  hospital. 

Case  17. — J,  R.  D.  Salesman,  age  2>^,  married.  Gave  history  of  stead- 
ily progressing  mental  enfeeblement,  extending  over  a  period  of  four 
years  previous  to  admission  in  hospital,  when  he  was  first  noticed  to  lose 
interest  in  his  work;  became  very  quiet,  soon  began  to  have  attacks, 
during  which  he  would  lose  power  to  speak;  later  began  to  have  con- 
vulsive seizures.  On  admission  was  unable  to  walk  without  assistance; 
pupillary  reaction  to  light  very  slight;  speech  thick,  tremor  of  muscles 
about  the  mouth,  exhibiting  the  general  condition  of  one  in  the  last 
stage  of  paresis. 

Case  18. — C.  T.  D.  Laborer,  age  28,  married.  History  on  admission 
states  that  his  trouble  was  first  noticed  six  months  previous ;  gradually 
becoming  dull  and  indifferent;  unable  to  retain  employment  at  any  kind 
of  work;  wanted  to  sit  quietly  at  home;  had  a  gluttonous  appetite.  At 
the  time  of  admission  here  he  was  considerably  demented;  gave  all 
motor  signs  of  general  paresis,  since  which  time  his  mental  enfeeble- 
ment has  grown  more  marked  and  at  present  is  in  the  last  stages  of 
paresis. 

Case  19. — H.  M.  Fireman,  age  33,  married.  When  admitted,  friends 
stated  that  his  mental  condition  had  only  been  noticeable  about  four 
months,  when  he  became  irritable;  would  wander  away  from  home; 
showed  on  admission  characteristic  signs  of  paresis,  such  as  sluggish 
pupillary  reaction;  thick^  slurring  speech;  exaggerated  reflexes;  steadily 
progressing  mental  enfeeblement,  with  alternate  periods  of  depression 
and  excitement  in  which  condition  he  continues  at  present. 

Case  20. — S.  W.  J.  Constable,  age  38,  married.  Gave  no  history  of 
expansive  delusions,  on  admission  was  slightly  demented  and  talked  in  a 
childlike  way;  expressed  no  delusions,  but  showed  a  marked  loss  of 
memory;  speech  was  thick  and  stammering;  was  taken  home  by  friends 
after  a  period  of  three  months  and  died  of  some  intercurrent  disease. 

Case  21. — E.  J.  Merchant,  age  39,  married.  Gives  luetic  history;  had 
convulsive  seizures  one  year  and  a  half  before  admission;  unsteady 
in  all  his  movements;  has  lost  control  of  sphincters  to  a  great  extent; 
has  never  been  exalted,  but  is  very  emotional;  muscles  of  deglutition 
partly  paralyzed;  gradually  becoming  more  demented. 

Case  22. — T.  A.  S.  Blacksmith,  age  46,  single.  Gives  luetic  history; 
had   an   apoplectiform   attack   about   one   year   previous   to   admission   to 
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hospital;  followed  by  another  a  short  time  later.  He  shows  every  evi- 
dence of  paresis  and  is  still  confined  to  the  hospital  in  a  bed-ridden 
condition. 

Case  23. — H.  D.  Female,  age  42,  married.  Duration,  one  year. 
Physical  signs  and  symptoms  :  Tremulous  tongue ;  dilated  pupils ;  light  and 
accommodation  reactions  slow ;  reflexes  exaggerated ;  thickened  speech ; 
convulsive  seizures ;  paralysis  of  right  side ;  muscular  twitching  before 
death.  Mental  symptoms :  Depression  at  times ;  dementia  well  marked, 
but  no   delusions   expressed.     Arterio-sclerosis  marked. 

Case  24. — T.  A.  C.  Female,  age  47,  married.  Gait  quick  and  nervous; 
tongue  tremulous ;  vision  defective ;  pupillary  reaction  slow ;  speech  slightly 
thick ;  reflexes  are  exaggerated ;  arterio-sclerosis.  Mental  symptoms : 
Restless  and  excitable;  exalted  and  at  times  confused;  no  delusions  of 
grandeur. 

Case  25. — S.  D.  Female,  married.  Tremulous  tongue ;  reflexes  absent ; 
Romberg  symptom;  pupils  dilated;  reaction  slow;  deficient  sleep;  gait 
very  uncertain;  muscular  twitching  (facial);  slurred  speech;  excitable 
at  times ;  markedly  depressed  at  others ;  delusions  of  persecution ;  marked 
dementia ;  habits  bad ;  noisy  at  times ;  arterio-sclerosis  marked ;  syphilis 
suspected. 

Case  26. — J.  R.  Female,  age  47,  widow.  Duration  of  symptoms  over 
2^  years.  Depressed  and  indifferent;  paretic  speech;  facial  twitching; 
pupils  dilated;  pupils  react  slowly  both  to  light  and  accommodation; 
S3rphilis  indicated;  hearing  and  vision  defective;  gait  slow  and  uncertain; 
reflexes  exaggerated;  slight  arterio-sclerosis;  delusions  not  present; 
memory  very  poor;  no  exaltation. 

Case  27. — M.  M.  Female,  age  51,  married.  Five  children  living;  four 
dead;  brother  committed  suicide;  duration  one  year  and  four  months; 
depression  marked;  delusions  of  persecution  at  first;  mild  exaltation  fol- 
lowing, with  mild  grandiose  ideas ;  speech  paretic  in  character ;  apoplectic 
seizures ;  pupillary  reaction  slow ;  reflexes  diminished ;  tongue  tremulous ; 
deficient  sleep ;  contracted  pupils ;  uncertain  gait ;  arterio-sclerosis  present 
in  marked  degree;  syphilis  indicated;  died  of  exhaustion. 

Case  28. — ^J.  B.  B.  Female,  age  54,  married.  No  children;  clinical 
diagnosis,  general  paresis ;  duration  2^  years ;  mentally  depressed  and 
somewhat  indifferent  at  first;  delusions  of  persecution;  locomotion  im- 
paired; thick  speech;  pupils  contracted;  reaction  very  slow;  patella 
.reflexes  absent;  hearing  and  vision  defective;  convulsions  preceding 
death;  syphilis  suspected;  died  of  lobar  pneumonia. 

Case  29. — L.  J.  C.  Female,  age  26,  single.  Art  student;  duration 
given  as  five  months;  speech  incoherent;  uncertain  gait;  exaggerated 
reflexes ;  pupillary  reaction  slow ;  physical  condition  feeble ;  dull  and 
stupid;  markedly  nervous;  refuses  to  talk;  dementia  well  marked; 
syphilis  present;  died  of  exhaustion. 

Case  30. — A.  R.  A.  Female,  age  45,  married.  Two  children;  father 
died    of   paralysis,    uncle    died    insane.      Delusions    of    persecution    most 
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marked ;  depressed ;  dementia  marked ;  tongue  tremulous ;  pupils  dilated ; 
reaction  very  slow;  reflexes  absent;  bed  sores  in  final  stage;  convulsive 
seizures ;  left-sided  paralysis  before  death ;  twitching  muscles ;  arterio- 
sclerosis marked.     Died. 

In  studying  these  cases,  together  with  the  literature  of  the 
subject,  it  appears  that  a  large  proportion  of  cases  do  not  follow 
the  typical  course  of  the  disease,  and.  of  these  the  largest  group 
is  that  in  which  there  are  no  delusions  of  grandeur,  but  a  gradual 
mental  enfeeblement  and  gradual  paresis.  A  second  group,  lesser 
in  number,  in  which  there  are  the  recurring  congestive  or  con- 
vulsive attacks,  which  only  hasten  the  already  noticed  mental 
enfeeblement  and  bring  the  motor  symptoms  of  the  disease  into 
greater  prominence ;  and  a  third  group,  smaller  in  number,  in 
which  the  patients  were  noticed  to  be  greatly  depressed  at  the 
outset  of  the  trouble,  with  steadily  developing  mental  reduction 
and  the  motor  symptoms  characteristic  of  the  disease — followed 
by  delusions  of  a  varied  nature. 

It  will  also  be  seen  that  but  little  dependence  can  be  placed  on 
mental  symptoms  alone  in  the  diagnosis  of  general  paresis,  and 
especially  the  grandiose  delusions.  We  see  them  so  often  present 
in  other  mental  diseases,  while  they  are  by  no  means  constant  in 
general  paresis.  I  believe  that  we  can  arrive  at  more  satisfactory 
conclusions  by  directing  our  attention  to  a  most  careful  physical 
examinaton  of  our  cases.  It  will  be  noticed  in  the  review  of 
cases  enumerated  that  they  were  nearly  all  in  an  advanced  stage 
of  the  disease  when  admitted  to  the  hospital,  and  the  idea  perhaps 
appears  to  you  that  many  may  have  had  the  expansive  delusions 
at  an  earlier  stage  of  the  trouble,  as  correct  histories  of  patients 
are  extremely  difficult  to  obtain.  On  the  other  hand,  however, 
had  they  suffered  with  the  expansive  delusions  or  maniacal  excite- 
ment, they  would,  in  all  probability,  have  been  brought  to  the 
hospital  at  an  earlier  date. 

The  frequency  with  which  patients  are  seen  suffering  from 
paresis,  of  whom  their  relations  will  declare  that  nothing  very 
unusual  in  manner  and  conversation  has  been  noticed,  until 
within  a  very  short  time  before  admission,  is  surprising.  In 
many  cases,  friends  will  insist  that  the  patients  have  attended  to 
their  usual  duties  and,  aside  from  a  slight  indifference  or  dull- 
ness, nothing"  abnormal  has  been  noticed ;  while  an  examination 
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after  admission  will  show  that  they  have,  most  likely,  been  suffer- 
ing for  a  considerable  period  of  paresis.  In  some  cases  physi- 
cians, unaccustomed  to  treating  paresis,  will  fail  entirely  to 
recognize  the  true  nature  of  the  congestive  or  apoplectiform 
attacks ;  and,  unless  maniacal  excitement  or  grandiose  delusions 
occur,  or  the  victims  become  so  troublesome  because  of  help- 
lessness or  loss  of  sphincter  control,  they  may  never  be  sent  to 
a  hospital  and  the  positive  character  of  this  disease  clearly  under- 
stood. 

Our  experience  has  been  that  the  cases  of  paresis  in  which 
much  exaltation  is  shown,  live,  as  a  rule,  very  much  longer  after 
being  brought  to  a  hospital  than  those  in  whom  no  such  active 
manifestations  of  the  disease  are  expressed.  This,  I  am  convinced, 
is  not  because  the  disease  runs  a  shorter  course  when  no  active 
or  exalted  delusions  are  shown,  but  can  be  attributed  to  the  fact 
that  they  are  brought  to  an  institution  very  much  earlier  in  the 
disease  and  properly  treated. 

I  am  indebted  to  Dr.  Charles  J.  Carey,  resident  physician  at 
Men's  Group,  for  text  and,  compiling  the  cases,  the  paper  in  the 
main  having  been  read  by  him  before  the  Baltimore  Neurological 
Society. 
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Since  1861  and  1864,  when  Wernicke  and  Trousseau  used 
respectively  for  the  first  time  the  words  ''aphemia"  and  ''aphasia/' 
the  studies  embraced  under  these  terms  have  remained  among 
the  most  abstruse  of  medical  problems.  It  has  been  the  neurol- 
ogist particularly  rather  than  the  psychiatrist  who  has  interested 
himself  in  the  so-called  aphasic  conditions,  and  the  student  seek- 
ing knowledge  concerning  them  must  consult  the  text-book  on 
neurology  and  not  his  psychiatry.  It  seems  to  have  been  due 
largely  to  the  fact  that  aphasias  could  often  be  attributed  to  a 
focal  lesion,  which  has  consigned  them  to  the  hands  of  the 
neurologist;  for  neurology  has  been  first  to  lay  claim  to  those 
diseases  and  disturbances  of  the  nervous  system — even  of  the 
brain — for  which  an  evident  and  tangible  pathological  condition 
could  be  demonstrated,  while  it  was  the  business  of  the  psychia- 
trist to  study  those  more  diffuse  and  functional  disturbances  of 
attention,  memory,  volition,  perception,  emotion,  reason,  and 
judgment  which,  according  to  the  prevalent  psychological  view, 
formed  the  elements  of  mental  activity.  Thus  it  happens  that 
in  systems  of  classification  neurology  is  placed  unhesitatingly 
among  the  useful  arts  and  under  the  sub-head  of  medicine,  while 
psychiatry  is  often  found  under  the  heading  "  philosophy."  So 
long,  then,  as  aphemia  and  asphasia  could  be  explained  by  dis- 
turbance of  the  motor  function  of  speech  and  could  be  attributed 
to  a  lesion  of  a  definite  center,  such  as  Broca's,  just  so  long  did 
aphasia  remain  without  the  pale  of  the  psychiatrist's  researches. 
Wernicke  was  the  first  to  show  that  aphasia  could  exist  without 
involvement  of  the  purely  motor  functions  of  speech  and  that 
aphemia,  anarthria,  and  motor  aphasia  could  be  distinguished 
from  conditions  in  which  defects  in  expression  were  dependent 
upon  disturbance  in  the  sensory-psychic  or  of  the  intra-psychic 
elements  of  thought.  Proceeding  still  farther,  Wernicke  with 
one  bold  stroke  brought  aphasia  into  the  field  of  psychiatry  and 
at  the  same  time  mental  diseases  unmistakably  within  the  bounds 
of  neurology,  thus  destroying  forever  the  imaginary  line  between 
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psychiatry  and  medical  science.  "  Every  mental  disease,"  says 
he,  ''  so  far  as  it  makes  itself  known  through  the  perverted  ex- 
pressions of  the  patient,  is  for  us  an  example  of  transcortical 
aphasia." 

He  made  a  sharp  distinction,  however,  between  focal  smyptoms 
and  diffuse  symptoms,  both  in  aphasia  and  in  mental  diseases. 
Focal  symptoms  he  attributed  to  disturbance  of  the  projection 
system — either  of  the  projection  pathways  or  of  the  projection 
fields — by  which  latter  he  meant  the  point  of  origin  or  termination 
of  the  sensory  or  motor  tracts.  Diffuse  or  general  symptoms 
were  those  which  resulted  from  disturbance  in  the  association 
pathways.  Mental  diseases  he  held  for  the  most  part  to  be  due 
to  interference  with  the  association  tracts,  though  meningitis 
and  general  paresis  were  distinguished  as  peculiar  mental  diseases 
characterized  by  many  focal  symptoms.  Transcortical  aphasia 
he  also  attributed  to  associational  disorder.  He  divided  aphasia 
first  into  two  great  classes :  one  dependent  upon  diseases  of  the 
projection  system  (under  which  are  grouped  the  sensory  aphasias 
as  well  as  the  motor),  and  the  other  upon  disturbance  in  asso- 
ciational pathways.  An  auditory  aphasia  may  thus  consist  of 
failure  to  recognize  the  word  sound — a  defect  of  primary  identifi- 
cation due  to  disturbance  in  the  projection  system — or  there 
may  be  defective  secondary  identification  consisting  of  lack  of 
comprehension  of  the  meaning  of  words,  dependent  upon  dis- 
order in  the  associational  system.  This  last  form  of  aphasia  and 
mental  disease,  therefore,  would  both  be  consequent  to  a  lesion 
in  transcortical  or  associational  pathways. 

Wernicke  did  nevertheless  find  a  difference  between  mental 
diseases  and  the  aphasias,  the  distinction  being  that  in  the  former, 
isolated  tracts  are  attacked  selectively,  while  in  the  latter,  compact 
masses  are  destroyed.  "  Exceptionally,  however,  the  summation 
of  individually  affected  tracts  produces  the  same  effect  as  the 
focal-  diseases  bring  about,  and  then  a  transcortical  aphasia  can 
result  from  a  mental  disease."  ^ 

Holding  up  his  remarkably  logical  scheme  of  aphasia  as  a 
pattern,  Wernicke  then  attempted  to  construct  along  similar  lines 
a  classification  scheme  of  mental  diseases  which,  although  still 
concerning  defective   secondary   identification   alone,   should  in- 

'  Grundriss  der  Psychiatric  in  klinischen  Vorlesungen,  Leipzig,  1900,  S.  9. 
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elude  the  three  great  classes  of  sensory-psychic,  intra-psychic, 
any  psychomotor  disturbance.  Analogous  to  disorder  in  the  re- 
ceptive aspect  of  the  speech  function  in  aphasia,  impaired  recog- 
nition and  comprehension  of  all  varieties  of  sensation  might  take 
place  at  one  end  of  the  pathological  arc,  while  abnormal  voluntary 
activity  at  the  other  end  would  correspond  to  the  affected  psycho- 
motor elements  of  speech  in  the  aphasia  scheme.  Between  these 
two  varieties  would  be  found  all  the  complicated  disorders  of  con- 
scious reasoning  in  like  situation  to  those  of  the  elaborative  speech 
processes  in  the  aphasia  cycle. 

Thus  was  built  up  the  framework  of  the  first  and  only  exist- 
ing rational  nosological  scheme  of  classification  of  mental  dis- 
eases. Having  laid  his  ground  plan,  the  master  labored  to  the 
end  of  his  life  to  find  in  clinical  psychiatry  the  exemplification  and 
the  justification  of  his  purely  theoretical  though  thoroughly  scien- 
tific system.  Experience  as  well  as  adverse  criticism  presented 
obstacles  to  the  realization  of  his  ambition,  and  the  very  intricacy 
of  his  premises  formed  the  most  formidable  barrier  to  the  estab- 
lishment of  a  clinical  proof  of  their  correctness.  His  own  staff 
of  assistants,  trained,  directed,  and  stimulated  by  his  magnetic 
and  inspiring  personality  did  not  find  it  always  easy  to  follow  the 
subtle  windings  of  the  master's  thought,  while  one  of  these  gentle- 
men assured  the  writer  that  he  had  never  been  able  to  under- 
stand Wernicke's  classification  and,  moreover,  that  he  at  times 
wondered  if  Wernicke  understood  it  himself.  Certain  it  is  that 
there  were  many  missing  links  in  the  chain  of  practical  clinical 
experience  which  he  hoped  would  demonstrate  the  truth  of 
his  theory.  He  sought  far  and  wide  in  literature  and  in  his 
daily  observations  for  these  missing  links  and  had  gone  far 
toward  forging  the  complete  chain  when  the  hand  of  Death  sud- 
denly cut  short  his  labors  and  stilled  forever  the  voice  of  a  most 
remarkable  man  and  the  greatest  of  psychiatric  teachers.  It  was 
left  for  his  pupils  to  complete  his  work,  and  already  in  the  short 
time  since  his  death  cases  have  been  reported  and  studies  pur- 
sued which  would  have  gladdened  the  heart  of  Wernicke  and 
have  caused  him  to  attack  the  problem  with  renewed  hope  of 
its  final  solution. 

Gradually  analysis  and  clinical  experience,  following  the  lines 
of  the  aphasia  studies,  have  enlarged  the  group  of  known  focal 
symptoms  and  have  narrowed  to  a  considerable  degree  the  vast 
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unknown  territory  heretofore  occupied  by  non-localizable  mental 
diseases.  As  soon  as  it  became  evident  that  defective  expression 
could  result  from  loss,  not  only  of  the  motor  images  of  speech, 
but  also  from  the  loss  of  many  other  memories,  especially  the 
memory  of  the  sound  images  of  words,  attention  turned  quickly 
to  the  receptive  aspect  of  mind  and  inevitably  the  conclusion  was 
reached  that  focal  disease  might  not  only  result  in  loss  of  word 
memories,  as  spoken,  as  heard,  as  seen,  and  as  written,  but  that 
independently  of  the  function  of  speech  there  could  be  isolated 
loss  of  memory  for  things  as  seen,  heard,  touched,  smelled, 
tasted,  and  as  handled.  From  visual,  auditory,  and  tactile  anomia 
it  is  but  a  step  to  the  consideration  of  mind  blindness,  mind  deaf- 
ness, and  mental  tactile  anaesthesia;  that  is,  to  the  agnosias,  and 
but  another  step  hence  to  visual,  auditory,  and  tactile  apraxia. 

Wernicke,  in  employing  for  apraxias  the  scheme  already  ap- 
plied to  aphasias  and  agnosias,  was  troubled  by  the  want  of  a 
clinical  exemplification  of  pure  motor  apraxia.  Liepmann  ^  has 
recently  published  an  account  of  the  further  clinical  course  and 
anatomical  findings  of  his  case  of  one-sided  apraxia  which  fills 
this  gap.  Kleist,*  a  former  pupil  of  Wernicke,  taking  Liep- 
mann's  and  others'  cases  as  text,  widens  Wernicke's  scheme  still 
further,  to  accommodate  certain  of  the  clinical  details  for  which 
no  allowance  had  been  made.  With  this  publication  the  practical 
application  of  Wernicke's  apraxia  studies  has  been  perfected  and 
his  formulae  has  been  justified,  as  had  already  been  done  for  the 
aphasias  and  agnosias.  There  are,  then,  real  cases  of  psycho- 
sensory apraxia  (both  cortical  and  trans-cortical  sensory  agno- 
sias), of  intra-psychic  or  ideational  apraxia  (as  exemplified  in 
many  psychoses),  and  finally  of  pure  motor  apraxia  (or,  as  it  has 
been  called  by  Kleist — to  distinguish  disturbance  in  voluntary  acts 
from  disturbance  in  mere  volitional  movements — "  transcortical 
tactile-kinsesthetic-motor  apraxia").  Since  the  death  of  Wer- 
nicke, significant  cases,  reported  with  much  closer  analysis  than 
ever  before  employed,  have  been  appearing  on  all  sides  and  the 
indications  are  that  in  the  near  future  we  shall  have  progressed  in 
our  knowledge  of  mental  disturbance  beyond  Wernicke's  fondest 
dreams.     It  would  seem  that  even  the  sharp  distinction  which  he 

^  Monatschrift  fiir  Psychiatric  und  Neurologic,  Band  XVII,  S.  289.    Ibid., 
Band  XIX,  Heft  3,  S.  217. 

*Ibid..  Band  XIX,  Heft  3,  S.  269. 


WILLIAM  McDonald.  241 

made  between  focal  and  diffuse  symptoms,  between  mental  dis- 
ease on  the  one  hand  and  the  aphasias,  agnosias,  and  apraxias  on 
the  other,  is  becoming  less  and  less  real.  There  is  something 
unpleasantly  arbitrary  and  unnatural  about  that  distinction  at 
best,  and  there  is  always  a  note  of  embarassment,  though  of 
dogged  persistency,  in  his  frequent  reiteration  of  that  differ- 
ence. It  is  as  though  he  were  unwillingly  forced  by  practical 
clinical  experiences  to  draw  a  line  across  the  plan  of  a  beautiful 
theoretical  structure  otherwise  unmarred  by  the  inconsistent 
quibbles  of  theory  and  practice.  That  there  are  indeed  diffuse 
mental  troubles  and  focal  symptoms,  no  one  can  doubt  for  an 
instant,  any  more  than  one  could  question  the  possible  general 
effect  of  a  poison  like  alcohol  and  the  local  action  of  a  single  mil- 
iary tubercle,  or  the  existence  of  an  isolated  area  of  cortical  soft- 
ening and  the  extended  seat  of  hydrocephalus ;  but  there  is  a 
jarring  discord  in  the  distinction  which  he  gives  to  general  paresis 
and  meningitis  as  being  mental  diseases  characterized  now  by 
focal,  now  by  diffuse  symptoms,  and  again  by  both,  whereas  he 
stoutly  maintains  that  all  other  mental  disease  can  never  have 
other  than  a  diffuse  symptomatology.  After  all  it  must  be  admitted 
that  the  terms  "  general  "  and  "  focal  "  are  but  relative  and  that 
if  the  limits  of  each  were  to  be  sought  they  would  be  found  fad- 
ing into  each  other  like  the  dissolving  views  of  a  stereopticon. 
To  illustrate  the  untenability  of  Wernicke's  position,  recent 
studies  of  senile  dementia  may  be  mentioned.  While  he  main- 
tained almost  dogmatically  that  senile  brain  atrophy  is  always 
diffuse  and  that  focal  symptoms  therefore  never  develop.  Pick '' 
and  others  have  not  only  reported  cases  of  senile  dementia  in 
which  there  were  various  symptom  complexes  conditioned  by 
particularly  intense  brain  atrophy  of  a  circumscribed  area,  but 
have  also  been  repeatedly  able  correctly  to  diagnosticate  during 
life  the  so-called  left-sided  temporal  lobe  complex  first  described 
by  Pick,  consisting  of  agrammatic,  amnestic,  and  paraphasic  dis- 
turbances of  speech. 

At  Butler  Hospital  our  attention  has  recently  been  directed 
toward  the  focal  character  of  mental  symptoms  and  especially 
of  those  exhibited  by  senile  patients.    These  studies  have  led  not 

^  Monatschrift    fiir    Psychiatric    und    Neurologic,    Band    XIX,    Heft    2, 
S.  97. 
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only  to  the  conclusion  that  focal  symptoms  can  and  do  occur  in 
senile  dementia,  but  to  the  belief  that  there  is  no  senile  dement 
who  on  closer  study  will  not  be  found  to  present  aphasias,  agno- 
sias, and  apraxias.  Two  cases  in  particular  have  proved  of  great- 
est interest  since  both  have  lived  quietly  in  the  hospital,  one  for 
2^  and  the  other  for  i^  years,  and  no  focal  symptoms  had  been 
noted.  It  was  a  great  surprise  to  all  that  such  symptoms  were 
found  when  a  special  series  of  tests  was  systematically  employed. 
Since  the  two  cases  were  quite  similar,  it  will  be  sufficient  to 
mention  the  positive  morbid  signs  of  one  alone. 

(i)  Of  course  there  was  a  loss  of  memory  for  recent  events; 
that  is,  a  loss  of  impressionability  which  is  characteristic  of  senile 
dementia  and  which  might  easily  be  recorded  as  a  general  symp- 
tom due  to  diffuse  senile  cortical  atrophy.  But  on  examination 
the  visual  impressionability  was  found  to  be  diminished  out  of 
all  proportion  to  the  auditory  or  to  the  cutaneous ;  in  other  words, 
the  loss  of  impressionability  is  rather  sharply  focalized.  (2) 
There  is  a  degree  of  mental  deafness  (auditory  agnosia)  or  lack 
of  comprehension  of  the  nature  of  objects  as  judged  by  the  char- 
acteristic sounds  which  they  emit ;  for  example,  singing  of  birds, 
rattling  of  keys,  etc.  (3)  Auditory  anomia  (inability  to  name 
objects  from  these  sounds).  (4)  Marked  auditory  aphasia 
(inability  to  comprehend  many  familar  words).  (5)  Visual 
agnosia  (inability  to  comprehend  the  nature  of  objects  seen).  (6) 
Visual  anomia  (inability  to  name  objects  seen).  (7)  Astereo- 
gnosis  (tactile  kinaesthetic  agnosia).  (8)  Stereognostic  anomia. 
(9)  Psychic  anosmia.  (10)  Gustatory  anomia.  (11)  Olfactory 
anomia.  (12)  Psychic  ageusia.  (13)  Paraphasia.  (14)  Dicta- 
tion agraphia  for  numbers. 

In  seeking  to  analyze  and  synthesize  these  defects  it  was  found 
extremely  convenient  to  assume,  as  Mills  has  done,  the  existence 
of  a  higher  center  which  concerns  itself  with  the  focalization  of 
associated  percepts  into  concrete  conscious  concepts.  Differing 
from  Mills,  however,  it  has  seemed  to  me  more  advantageous 
not  to  think  of  such  an  area  as  inclusive  of  the  ''  memory  fields 
related  to  all  the  senses,"  but  as  separate  from  these  though  in 
touch  with  them  and  as  particularly  accessible  to  the  visual 
and  the  kineto-kinsesthetic  centers.  The  reason  for  assuming  the 
existence  of  such  a  center  is  that  the  areas  dealing  alone  with 
the  higher  visual  kineto-kinaesthetic  and  other  sensory  impres- 
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sions  seemed  to  be  undisturbed  and  yet  no  concept  of  an  object, 
such  as  a  match,  for  example,  could  be  aroused  either  from 
within  or  without,  regardless  of  the  sensory  field  attacked.  The 
sensations  relative  to  an  object  were  registered,  but  an  adequate 
comprehension  was  lacking.  All  the  various  subsidiary  ideas 
connected  with  a  match,  e,  g.,  could  be  aroused;  patient  could 
repeat  the  word,  spell  it,  or  criticize  the  odor  of  the  fumes, 
describe  the  shape,  size,  etc.,  of  the  object,  taste  the  phosphorus, 
see  the  flame,  hear  the  sound  of  scratching,  and  tell  that  it  was 
made  of  wood ;  hiii  felt  and  declared  that  it  was  an  unfamiliar 
object,  the  name  or  uses  of  which  she  did  not  know.  It  has  been 
thought  not  improbable  that  such  a  center  exists  in  one  hemi- 
sphere (in  most  persons  in  the  left)  and  involves  the  cortex 
situated  between  and  composed  of  portions  of  the  parietal,  tem- 
poral, and  occipital  lobes.  Involvement  of  such  an  area  would 
explain  all  of  the  various  focal  symptoms  in  these  two  cases. 
It  seems  quite  probable  that  post  mortem  examinations  will  be 
permitted  in  both  and  it  is  to  be  hoped  that  the  cases  may  later 
be  reported  in  full.  But  whether  these  largely  theoretical  sup- 
positions should  be  found  to  be  correct  or  not,  the  fact  remains 
that  these  are  focal  symptoms  and  that  they  compose  a  very  large 
part  of  the  apparently  diffuse  mental  defect  of  the  patients.  It 
is  well  enough  to  say  that  there  is  a  general  lack  of  compre- 
hension ;  but  how  else  does  lack  of  comprehension  become  evident 
except  through  the  defective  understanding  of  particular  things? 
It  is  easy  to  say,  "  Oh,  yes,  but  there  is  general  loss  of  mem- 
ory " ;  but  how  does  this  make  itself  known  except  in  concrete 
amnesias  of  particular  words,  numbers,  letters,  things,  faces, 
times,  or  events,  each  of  which  elements  is  composed  of  par- 
ticular sensory  images?  It  may  seem  proper  to  object  that 
attention  on  the  whole  is  insuflicient;  but  what  is  attention  but 
the  reenforcement  of  an  idea  with  certain  particular  ideas  and 
the  enforced  absence  of  others,  i.  e.,  a  matter  of  association?  If 
a  general  disturbance  of  volition  be  considered  a  hall-mark  of 
dementia,  that  means  that  particular  acts  are  abnormally  inhibited 
or  performed,  which  is  to  say  that  ideas  involving  motion  toward 
or  away  from  an  object  are  not  properly  associated;  and  who 
can  observe  the  hesitating,  clumsy,  incomplete  motions  of  a  cata- 
tonic attempting  to  carry  out  some  act,  without  becoming  con- 
vinced of  the  existence  of  an  ideational  apraxia? 
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But,  after  all,  the  question  of  the  state  of  consciousness  is  the 
greatest  hindrance  to  those  who  balk  at  a  focal  theory  of  mental 
diseases.     They  say,  ''  In  dementia  there  is  a  general  alteration 
in  the  content,  the  character,  breadth,  depth,  volume,  and  intensity 
of  consciousness.     How  can  these  changes  be  localized  when  no 
one  can  tell  us  even  what  consciousness  really  is  ?  "     This  ques- 
tion brings  us  again  in  contact  with  a  strife  concerning  the  terms 
in  which  thought  is  carried  on.     Do  we  think  in  terms  of  silent 
verbal  images?    If  so,  we  may  expect  to  find  the  solution  to  the 
problem  of  thought  disturbance  in  the  study  of  the  aphasias  and 
of  the  function  of  speech.     Alas !  the  evidence  is  that  conscious 
thought  and  reason  stretch  far  beyond  the  possible  limitations 
of  silent  subjective  language.     Do  we  think  in  terms  of  sensory 
images  and  their  fainter  reproduction?     Unfortunately,  it  must 
be  admitted  that  there  are  qualities  of  consciousness  distinct  and 
totally    different    from    any    quality    of    sensation.     Even    the 
theory  that  thought  is  composed  of  both  sensory  percepts  and 
silent  linguistic  images  is  far  from  satisfactory,  and  Dr.  Wood- 
worth  ^  seems  to  have  hit  the  nail  on  the  head  when,  in  speaking 
of  the  Non-Sensory  Components  of  Sense  Perception,  he  intro- 
duces the  conception  of  mental  reactions,  these  reactions  being 
*'  the  mental  effect  of  some,  often  conscious,  cause."     He  says, 
"  A  mental  reaction  has  its  own  identity,  its  own  peculiar  quality. 
A  certain  mass  of  sensations,  itself  aroused  by  light  reflected  from 
a  printed  page,  suggests  a  word.     The  word  consciousness  is  a 
new  event,  not  describable  in  terms  of  the  sensations  that  aroused 
it.     Nor  is  it  describable  in  terms  of  auditory  imagery,  in  case 
this  should  also  be  aroused.  .  .  .  One  may  think  of  three  shades  of 
red,  and  afterwards  pick  them  out  from  a  miscellaneous  lot  of 
colors,  and  yet  have  had  nothing  like  a  reproduced  experience 
of  the  reds  nor  necessarily  any  names  for  them."    There  are  new 
qualities,  "  not  sense  qualities,  nor  syntheses  of  such,  but  percept 
qualities."     In  another  place  he  says,  "  Our  definite  knowledge 
comes  mostly  from  the  study  of  aphasias  and  similar  losses  of 
function."     In  aphasias  it  is  not  the  pure  sensory  function  that 
is  lost,  but  the  power  to  perceive  through  a  given  sense.     "  The 
word  blind  individual  has  lost  not  only  a  function,  but  he  has 

^  The  Journal  of  Philosophy,  Psychology,  and  Scientific  Methods.     Vol. 
IV,  No.  7. 
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lost  certain  facts  of  consciousness  that  normally  go  with  reading. 
.  .  .  The  perception  of  an  object  through  sight  depends  not  only 
on  the  visual  area,  and  not  on  the  associated  activity  of  other 
sensory  areas,  such  as  might  reproduce  other  sensations  from  the 
same  object — and  not,  it  should  be  added,  on  the  activity  of  the 
motor  area — hut  on  the  activity  of  a  special  area,  the  function 
of  which  is  simply  to  perceive  a  certain  sort  of  object."  If  mental 
reactions  are  the  effects,  then  there  must  be  causes,  and  if  we 
can  detect  and  locate  the  causes  then  we  shall  have  acquired  a 
sufficient  working  knowledge  of  mental  diseases.  For  whatever 
be  the  nature  of  that  which  is  morbidly  affected,  we  shall  be 
in  possession  of  all  the  factors  productive  of  the  evil. 

General  medicine  has  passed  through  an  analogous  stage. 
Even  in  our  own  times  and  memories  physiologists  have  queried 
again  and  again,  "  What  is  life  ?  "  Many  of  us  can  to-day  recall 
the  unusual  hush  and  awed  silence  of  the  class  which  listened 
to  the  honored  teacher  of  physiology  as  he  declared  the  nature 
and  origin  of  life  to  be  beyond  human  ken.  "  Gentlemen,"  he 
was  wont  to  say,  ''  when  we  seek  to  solve  the  riddle  of  life  we, 
with  finite  fingers  and  finite  eyes,  are  seeking  to  touch  and  to  see 
the  infinite.  We  shall  never  know  what  life  is  until  we  cease 
to  live  a  mortal  life."  Notwithstanding  such  discouraging 
prophecies,  general  medicine,  the  science  of  life  and  death,  has 
survived  and  has  progressed  beyond  all  expectations.  What  does 
it  care  about  the  nature  of  life  if  it  can  but  know  how  one  form 
of  life  acts  upon  another,  destroying  or  building  it  up,  or  if  it 
can  but  understand  the  reproduction,  expression,  and  reactions 
of  life?  The  morbid  effects,  the  pains,  the  inflammations,  the 
breaks  and  sprains,  can  be  localized  with  sufficient  accuracy  even 
though  the  seat  and  nature  of  life  remain  forever  a  mystery. 
And  so  with  consciousness.  Let  it  remain  through  all  time  a 
forbidden  ground,  the  phenomena  of  its  expression  are  given  to 
man  for  an  ever  present  study.  It  is  permitted  to  search  for  and 
to  find  those  things  which  work  for  good  or  for  evil  upon  that 
greatest  of  all  mysteries,  the  human  consciousness.  These  re- 
actionary elements  of  consciousness  we  have  already  partly 
localized  and  many  more  will  be  localized. 

There  are  more  focal  symptoms  in  mental  diseases  than 
Wernicke  ever  dreamed  of,  and  we  shall  one  day  localize  and 
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understand  our  mental  diseases  even  as  we  know  a  pneumonia  or 
an  appendicitis.  Just  as  there  are  premature  general  atrophies 
of  bone,  muscle,  nerve,  brain,  and  skin,  of  which  we  do  not  know 
the  cause  and  concerning  which  we  can  only  say  that  these  tis- 
sues, like  the  muscles  in  juvenile  muscular  atrophy,  have  for  some 
unknown  reason  come  into  existence  with  a  durability  relatively 
less  than  that  of  the  other  parts  and  have  accordingly  grown 
old  before  their  time,  so  perhaps  always  will  there  be  incompre- 
hensible general  mental  deterioration  concerning  which  the  most 
that  can  be  said  is  that  the  patient's  mind  has  aged  and  deter- 
iorated before  the  allotted  three  score  years  and  ten  had  run  their 
course.  But  even  as  the  seat  of  precocious  weakness  can  be 
located  exactly  in  definite  muscle  or  nerve  groups  and  the  atrophy 
recognized  and  studied  in  all  its  aspects,  so  shall  we  some  day 
be  able  to  detect  the  particular  elements  responsible  for  the 
weakness  of  mind  and  be  able  to  locate  and  study  the  corres- 
ponding physical  areas  in  the  brain,  disease  of  which  goes  hand  in 
hand  with  the  disturbance  of  function. 

,  The  moral  of  this  paper  is  that  the  alienist  can  no  longer  afford 
to  be  a  philosopher  alone ;  he  can  no  longer  profess  to  be  master 
of  a  subject  which  is  superior  to  the  anatomy,  physiology,  and 
pathology  of  the  brain;  he  must  know  the  structure  and  the  for- 
mation of  the  cerebral  cortex  and  its  underlying  parts  and  be 
familiar  with  the  most  recent  researches  in  cerebral  localization 
and  function.  For  it  is  along  the  lines  of  research  in  these  direc- 
tions that  the  most  marked  progress  in  psychiatry  will  develop. 
It  is  no  easy  task  that  we  have  before  us.  The  days  of  passive 
observation  of  patients,  no  matter  how  acute  that  observation, 
have  passed.  We  have  arrived  at  the  place  where  active  study 
and  analysis  of  individual  symptoms  will  afford  the  greatest 
progress  and  where  the  patient  is  no  longer  to  be  studied  under 
the  conditions  which  may  exist,  but  where  new  conditions  must 
be  created,  unusual  tests  applied  and  energy  directed  into  the 
channels  of  experimentation  and  research. 

DISCUSSION. 
Dr.  Burgess. — I  cannot  speak  of  the  paper  because  I  do  not  know  enougn 
about  it,  but  I  do  congratulate  Dr.  McDonald  for  the  scholarly  address  he 
has  given  us.  If  I  had  not  known,  I  should  have  said  that  he  had  sat  at 
the  feet  of  my  old  friend,  Dr.  Blumer,  who,  as  we  all  know,  is  a  past 
master  in  English  composition. 
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The  alienists  who  at  the  present  time  deny  the  existence  of 
the  clinical  form  of  insanity  known  as  dementia  prsecox  are  very 
few.  Most  of  us  believe  that  it  is  as  much  an  entity  as  paresis, 
but  in  the  present  state  of  our  knowledge  we  are  unable  to  as 
exactly  define  it.  It  is  on  this  account,  I  believe,  that  we  have 
the  varying  views  as  set  forth  by  the  German,  French,  etc.  schools. 
Doctor  Adolf  Meyer  provisionally  groups  his  cases  under  demen- 
tia prsecox  and  forms  allied  to  it,  this  making  a  fairly  satisfactory 
working  classification. 

For  those  whose  work  among  the  insane  lies  especially  along 
clinical  lines  the  classification  of  Krsepelin  of  the  forms  of  demen- 
tia prsecox  into  the  hebephrenic,  catatonic  and  paranoid,  is  with- 
out doubt  unsatisfactory,  because  incomplete.  The  fact  that  he 
eliminates  all  forms  of  secondary  dementia  and  includes  them 
under  this  great  group  further  complicates  the  matter.  It  seems 
as  though  the  view  of  the  French  school,  that  there  is  a  secondary 
dementia,  is  in  all  probability  the  more  rational  one,  and  it  would 
be  better  to  limit  the  term  dementia  prsecox,  or  acute  dementia, 
whatever  one  of  the  many  synonyms  we  may  decide  tO'  use,  to 
those  cases  in  which  the  dementia  occurs  early  and  in  which  the 
characteristic  symptoms  are  more  marked  than  in  those  cases 
where  after  years  of  insanity  the  patient  finally  settles  gradually 
into  a  pronounced  dementia. 

To  one  working  among  the  insane  and  being  especially  inter- 
ested in  this  group  of  cases  the  inconvenience  of  Kraepelin's 
classification  will  be  demonstrated  earlier  than  to  another  who  is 
not  so  especially  interested  in  this  form.  It  is,  of  course,  impos- 
sible to  accurately  group  all  of  our  cases ;  certain  ones  hover  along 
the  border  lines  between  these  three  forms,  and  we  are  at  times 
in  doubt  as  to  whether  we  have  correctly  grouped  them.  But 
aside  from  this,  which  is  common  to  all  classifications,  it  seems 
as  though  the  grouping  might  be  extended  and  that  instead  of 
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there  being  but  three  forms  of  dementia  prsecox  there  are  at  least 
a  half  dozen. 

A  number  of  efforts  have  already  been  made  to  single  out 
groups  in  addition  to  those  already  named,  and  perhaps  the  first 
and  most  notable  was  that  of  Diem,^  who  in  1903  reported  twelve 
cases  of  what  he  termed  the  simple  dementing  form  of  dementia 
praecox  (Die  einfach  demente  Form  der  Dementia  Prsecox),  in 
which  there  is  an  absence  of  depression  or  of  excitement,  of 
hallucinations,  delusions,  stereotypies  or  mannerisms,  a  slowly 
developing  dementia  being  the  most  marked  symptom,  though 
of  course  the  power  of  concentrating  the  attention  is  one  of  the 
first  mental  functions  to  suffer  and  affords  an  indication  of  the 
mental  deterioration.  Ethical  defects  appear  in  time  and  may 
draw  attention  to  the  true  character  of  the  case,  which  may  not  be 
recognized  for  a  long  time,  and  usually  after  the  individual  has 
been  under  observation  for  years.  Weygandt  has  included  this 
form  in  his  classification  as  dementia  simplex  or  heboidophrenia. 
The  other  forms,  according  to  Weygandt,  are  hebephrenia,  cata- 
tonia, and  paranoiac  dementia,  the  latter  making  three  sub-groups  : 

1.  Hallucinatory  dementing  paranoia. 

2.  Dementia  paranoides. 

3.  Paranoia  fantastica. 

In  all,  this  gives  six  forms  included  under  this  great  group. 
Weygandt  states  that  the  first  form,  that  of  hallucinatory  dement- 
ing paranoia,  is  characterized  by  the  abundance  of  the  hallucina- 
tions to  the  enjoyment  of  which  the  patient  gives  himself  up  and 
becomes  absorbed  in  a  dream  existence.  Audible  thinking  is 
frequently  present.  The  patient  frequently  has  sexual  hallucina- 
tions from  which  he  builds  up  delusions. 

I  am  sure  that  we  have  all  observed  cases  of  this  form  and 
have  been  struck  by  the  way  in  which  they  apparently  lend  them- 
selves willingly  to  the  dream-life  which  they  lead ;  it  is  extremly 
difficult  to  retain  their  attention,  almost  as  difficult  as  to  gain  it, 
and  the  patient  shows  that  he  takes  great  delight  in  his  imagina- 
tive existence.  He  makes  no  effort  to  arouse  himself  to  his 
actual  surroundings,  and  the  defect  in  attention  is  more  marked 
than  in  the  other  forms. 

"  Arch.  f.  Psych,  u.  Nerven.,  XXXVII,  Hft.  i. 
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The  second  form,  dementia  paranoides,  is  characterized  by  the 
fleeting  character  of  the  delusions,  there  being  many  of  them, 
and  Weygandt  states  that  this  is  the,  productive  suggestible  form 
of  paranoid  dementia  prsecox.  Hallucinations  are,  as  a  rule, 
infrequent. 

The  third  form,  that  of  paranoia  fantastica,  is  in  direct  contrast 
to  the  first  form.  The  patient  throws  considerable  emphasis  upon 
his  delusions,  of  which  he  seeks  interpretation  continually.  It 
is  this  form  which  includes  a  number  of  cases  previously  diag- 
nosed as  paranoia. 

At  a  meeting  of  the  Psychiatrischer  Verein  in  Berlin  during 
March,  1906,  a  rather  different  grouping  of  the  forms  of  dementia 
prsecox  was  proposed  by  Klipstein  "^  as  follows : 

(I)  Acute  and  sub-acute  forms,  in  which  remissions  and  cata- 
tonic symptoms  may  occur.  Here  would  be  placed  Kraepelin's 
catatonic  form.  Under  this  group  would  also  be  placed  the  two 
special  acute  and  sub-acute  hebephrenic  forms  proposed  by  Klip- 
stein. These  latter  are  further  complicated  by  being  divided  into 
simple  and  compound. 

Under  the  former,  Klipstein  places  states  of  excitement  and 
depression;  and  under  the  latter,  cases  in  which  the  disturbances 
of  the  will  and  feeling,  and  hallucinations  and  delusions  are  more 
prominent  than  in  the  former. 

Klipstein  also  makes  a  (H)  grouping  into  chronic  types  with 
delusions,  under  which  he  places  chronic  forms  of  hebephrenia, 
Kraepelin's  paranoid  form  of  dementia  prsecox,  and  the  small 
group  of  paranoia.  Klipstein  does  not  support  Kraepelin's 
attempt  to  separate  the  latter  group  from  the  dementia  prsecox 
group. 

Prof,  de  Sanctis '  has  recently  published  a  paper  in  which  he 
discusses  certain  varities  of  dementia  prsecox,  which  he  has  found 
clinically.  He  proposes  to  call  one  of  these  dementia  prsecox 
subsequens  or  comitans,  and  he  believes  that  this  may  follow  or 
complicate  cases  of  congenital  weak-mindedness  or  phrenasthenia. 
He  also  believes  that  there  is  a  form  which  occurs  before  puberty ; 

^Ueber  die  Hebephrenischen  Formen  der  Dementia  Prsecox,  AUg.  Zeit. 
f.  Psych.,  Bd.  63,  S.  512,  1906. 

'  Sopra  alcune  varieta  della  demenza  precoce.  Revlsta  Sperimentale 
di  Freniatria.     Vol.  XXXII,  p.   141. 
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that  is  to  say,  a  dementia  prsecox  of  children,  and  to  this  he  gives 
the  name  dementia  prsecocissima ;  also,  he  proposes  the  name 
dementia  prsecox  retardata  for  cases  occurring  in  middle  life. 
At  the  time  of  the  publication  of  his  paper  he  had  observed  but  six 
cases  of  dementia  prsecox  subsequens  or  comitans,  but  on  this 
limited  experience  believes  that  it  is  more  common  in  females 
than  in  males.  It  occurs  in  the  second  decade,  and  the  cause  may 
be  variable.  In  one  of  his  cases  it  was  due  to  febrile  disease,  in 
another  to  overwork,  in  two  to  intense  emotion,  and  in  the  other 
two  cases  the  cause  was  unknown.  All  of  these  cases  were  able 
to  pass  through  the  first  three  elementary  classes  of  school  after 
varying  periods  of  study,  and  one  of  them  even  acquired  the 
elements  of  a  foreign  language,  but  in  all,  the  mental  insufficiency 
was  quite  marked.  In  four  there  was  a  moderate  degree  of  men- 
tal weakness  in  the  ancestors,  and  in  one  only  of  these  marked 
phrenasthenia.  There  were  no  nervous  complications.  He  states 
that  the  symptoms  in  order  of  frequency  are  capriciousness  and 
changing  character,  apathy,  depression,  scrupulosity,  negativism, 
hallucinations,  and  restlessness.  In  only  one  of  the  six  cases  were 
catatonic  symptom^s  present.  He  believes  these  symptoms  first 
appear  about  the  eleventh  or  twelfth  year,  so  that  it  is  then  neces- 
sary to  discontinue  pedagogic  treatment. 

In  the  most  severe  cases  the  characteristics  were  those  of  the 
hebephrenic  or  paranoid  forms,  although  the  majority  of  cases 
may  be  classed  as  simple  dementia.  The  occurrence  of  dementia 
prsecocissima  is  not  so  frequent,  and  is  not  elaborated  to  the  extent 
that  the  former  cases  have  been,  but  the  possibility  of  dementia 
praecox  occurring  in  childhood,  I  think,  is  admitted  by  almost 
everyone.  In  discussing  dementia  retardata.  Dr.  de  Sanctis  holds 
that  the  initial  symptoms  may  occur  after  40,  during  the  climac- 
teric, or  even  after  50  years  of  age.  In  this  group  also  I  feel 
that  experience  of  others  supports  the  view  of  Dr.  de  Sanctis. 

In  conclusion  he  makes  the  statement  that  all  cases  of  dementia 
praecox  show  premonitory  symptoms  early  in  life.  This,  I  feel, 
is  too  sweeping  a  statement,  although  it  has  been  made  many 
times  by  many  different  writers.  As  there  are  so  many  individuals 
who  go  through  life  who  show  some  stigmata,  either  physical, 
moral,  or  mental,  and  who  never  have  an  attack  of  alienation,  I 
feel  the  wrong  impression  is  given  by  such  a  statement  as  has 
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been  referred  to.  If  it  be  admitted  that  all  cases  of  dementia 
prsecox  show  some  early  sign  of  mental  deterioration,  then  it  must 
also  be  admitted  that  all  individuals  show  some  early  sign  of 
mental  deterioration,  because  we  are  not  cast  in  the  same  mould, 
and  we  differ  in  slight  degrees.  The  fact  that  I  may  not  agree 
with  my  neighbor  may  cause  him  to  feel  that  I  have  a  defect  in 
judgment  and,  therefore,  have  a  slight  symptom  of  mental 
alienation. 

I  believe  that  clinical  experience  has  shown  that  there  is  much 
evidence  in  favor  of  the  existence  of  these  forms  which  have 
been  proposed  by  Dr.  de  Sanctis,  and  before  I  had  read  his  paper, 
I  had  noted  the  following: 

In  the  first  place,  we  have  cases  who,  while  possessing  more 
mentality  than  the  higher  imbecile,  at  the  same  time  are  not  able 
to  be  mentally  on  a  par  with  others  of  their  age.  Their  school 
life  is  incomplete  because  they  cannot  pass  the  various  grades 
and  require  two  or  more  years  to  do  what  an  ordinary  child  will 
usually  do  in  one.  As  manual  workers  there  is  frequently  no 
impairment  and  they  are  able  to  hold  their  own  with  any  of  their 
fellows.  Sometime  in  the  second  or  third  decade,  the  patient 
begins  to  show  the  usual  mental  symptoms  which  are  char- 
acteristic of  dementia  prsecox ;  that  is,  they  begin  to  lead  a  dream 
life,  and  their  delusions  become  more  and  more  marked,  finally 
controlling  them.  Here  it  is  undoubted  that  there  is  a  soil  fav- 
orable for  the  development  of  this  disease,  and  it  would  seem  as 
though  the  individual  has  enough  mental  strength  to  carry  him 
to  a  certain  age,  but  when  that  is  reached,  for  some  reason, 
without  any  exciting  cause,  unless,  perhaps,  it  be  the  establishment 
of  puberty,  the  mental  strength  fails  and  the  individual  becomes 
demented.  In  these  cases,  the  dementia  is  usually  not  very  pro- 
longed ;  that  is,  the  individual  does  not  live  much  past  middle  life 
even  with  asylum  care. 

In  the  next  form,  the  individual  is  mentally  bright  and  quite 
often  indeed  is  better  equipped  than  the  average  of  his  fellows. 
There  may  have  been  unusual  excellence  in  music,  art,  or  some- 
thing else,  and  the  individual  may  have  excelled  in  his  studies  at 
school.  During  the  second  decade  the  individual  has  an  attack 
of  typhoid  fever  or  influenza,  or  some  other  disease  of  a  serious 
character,  and  from  this  time  on  there  is  a  gradual  mental  fail- 


252  THE    FORMS    OF   DEMENTIA   PRECOX. 

ure,  until  finally  it  appears  that  four  or  five  years  after  his  illness 
the  mental  symptoms  become  so  marked  as  to  require  the  indi- 
vidual's care  in  a  hospital  for  the  insane.  With  these  two  types, 
we  may  find  cases  occurring  later  in  life,  but  otherwise  presenting 
the  same  history. 

It  seems  to  me  that  the  first  of  these  two  forms  would  undoubt- 
edly be  grouped  by  Dr.  de  Sanctis  as  dementia  prsecox  comitans, 
and  I  will  be  inclined  to  so  name  it,  because  the  dementia  accom- 
panies a  pre-existing  mental  defect;  while  for  the  second,  I 
should  reserve  the  name  dementia  praecox  subsequens  as  indicating 
that  up  to  the  time  of  the  onset  of  the  mental  trouble  the  patient 
had  been  normal.  It  will  be  noted  that  this  differs  from  the  view 
of  Dr.  de  Sanctis,  who  uses  the  term  subsequens  as  an  alternative 
for  comitans  in  describing  a  single  group. 

The  chief  objection  which  may  be  urged  against  these  terms 
prsecocissima,  comitans  or  subsequens,  and  retardata,  is,  that  while 
they  indicate  to  a  degree  the  time  of  onset  of  the  disease,  they  do 
not  indicate  the  exact  character  of  it.  This  might  be  effected  by 
a  combination  such  as  hebephrenia  comitans,  catatonia  subsequens, 
etc. 

I  would  also  note  that  Aschaff enburg  *  has  spoken  of  puerperal 
forms  of  dementia  praecox,  but  this,  of  course,  is  the  name  applied 
for  convenience  as  indicating  the  etiology,  just  as  we  speak  of  a 
luetic  or  an  alcoholic  psychosis.  I  should  also  mention  a  case 
which  was  shown  by  Dr.  Gilbert  Ballet '  at  a  meeting  of  the 
Societe  de  Neurologic  de  Paris,  held  May  11,  1905,  in  contrast 
with  a  case  of  hebephrenia,  as  an  abnormal  form  of  dementia 
praecox.  The  patient  was  a  young  woman  of  2^,  who  had  been 
normal  intellectually  until  20,  since  which  she  had  deteriorated 
rapidly  and  steadily.  Dr.  Ballet  said  that  she  differed  from  the 
hebephrenic,  first  by  her  facial  expression  and  attitude,  the  hebe- 
phrenic showing  a  classical  theatrical  attitude,  while  the  second 
patient  had  the  appearance  of  a  congenital  imbecile.  Second,  by 
the  attention,  which  was  difficult  to  gain  in  the  hebephrenic,  while 
easily  gained  was  retained  with  difficulty  in  the  other.     Third, 

*Ueber  die  Klinischen  Formen  der  Wochenbett  Psychosen.     Allg.  Zeit. 
f.  Psych.,  Bd.  58,  quoted  by  Pascal,  Rev.  de  Pysch.,  Vol.  XI,  p.  103. 
^  Revue   Neurologique,  Vol.   XIII,  p.   546,   1905. 
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by  the  emotional  indifference  which  was  absent  in  the  hebephrenic, 
but  was  not  affected  in  the  second.  Fourth,  by  the  memory  defect, 
which  was  shght  in  the  hebephrenic,  but  was  extreme  in  the 
second  case.  The  patient  had  a  shghtly  bloated  appearance  of 
the  face,  which  suggested  hypo-thyroidization  as  a  possible  cause, 
and  epileptiform  attacks  suggested  that  there  was  some  cortical 
defect.  The  etiology  was  obscure.  This  isolated  case  is  inter- 
esting, but  is  reported  so  briefly  that  the  description  seems  rather 
incomplete.  I  can  recall  no  similar  case  in  my  own  experience, 
and  I  cannot  help  thinking  of  the  possibility  of  hysteria. 

Attention  should  be  also  called  to  the  work  of  Dr.  Dercum  and 
his  proposal  to  establish  a  group  which  he  calls  the  heboid  para- 
noid group,  or  heboid  paranoia,  in  which  the  cases  show  symptoms 
of  both  hebephrenia  and  paranoia.  His  paper  has  been  published 
comparatively  recently,  and  is  a  very  interesting  one.^ 

Controversy  has  long  waged  over  the  question  of  paranoia  and 
paranoid  dementia  praecox,  and  as  yet  we  are  not  agreed  as  to 
how  we  shall  stand  on  this  subject.  Personally,  I  believe  that 
we  may  have  true  paranoia  and  also  paranoid  forms  of  dementia 
prsecox. 

On  still  another  point  there  has  also  been  considerable  discus- 
sion ;  and  that  is,  the  place  that  forms  of  insanity  occurring  in 
young  persons  which  are  spoken  of  as  acute  delirium,  acute  confu- 
sion, etc.,  shall  occupy,  and  the  relationship  they  bear  to  dementia 
prsecox.  In  all  cases  appearing  in  young  people  it  is  important 
that  we  have  an  exact  knowledge  of  them  in  order  that  we  may 
be  able  to  prognosticate  the  outcome. 

Whether  we  are  to  admit  a  secondary  dementia  or  not  is  a 
matter  which  must  be  decided.  I  believe,  that  while  most  observ- 
ers have  admitted  the  dementia  prsecox  group  to  their  classifica- 
tions, a  number  of  us  have  not  accepted  it  unreservedly,  and  have 
preferred  to  regard  certain  cases  as  secondary  dementia  apart  from 
dementia  prsecox.     Time  does  not  permit  argument  on  this  point. 

Another  point  which  we  must  settle  before  we  can  adopt  a  com- 
mon classification  is  the  position  which  catatonia  shall  occupy. 
It  is  admitted  by  all,  I  think,  that  we  have  a  catatonic  form  of 
dementia  prsecox.     I  am  of  the  opinion  that  we  also  have  a  smaller 

*  American  Journal  of  Insanity,  April,  1906,  LXII,  p.  541. 
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group  of  cases  which  show  very  marked  catatonic  symptoms, 
but  ultimately  recover  without  any  signs  of  dementia,  and  to  this 
the  name  catatonia  properly  belongs.  I  do  not  believe  that  they 
should  be  grouped  as  recoverable  cases  of  dementia  prsecox 
catatonica,  as  has  been  done  by  Kraepelin  and  a  number  of  others. 
It  must  also  be  admitted  that  catatonic  symptoms  may  complicate 
other  diseases,  such  as  paresis,^  hysteria,^  or  possibly  manic  depres- 
sive insanity. 

There  are  two  points  which  I  wish  to  mention  before  conclud- 
ing. The  first  is  that  perhaps  another  form  may  be  isolated,  in 
which  the  sense  of  unreality  to  the  external  world  is  very  marked, 
and  though  the  patient  makes  every  effort  to  throw  this  off,  he 
fails.  It  has  occurred  to  me  that  possibly  this  symptom  might 
be  of  service  as  a  means  of  diagnosis,  but  as  yet  I  can  do  no  more 
than  suggest  the  subject  for  consideration. 

The  second  point  is  as  follows :  All  of  us  have  observed  cases 
of  circular  insanity  in  which,  after  years  of  frequently  recurring 
attacks,  there  existed  no  dementia.  The  patient  perhaps  might 
not  show  the  intellectual  activity  which  a  normal  man  who  had 
not  spent  one-half  or  one-third  of  his  time  being  sick  would  show, 
but  there  would  be  no  such  condition  as  we  generally  understand 
by  the  term  dementia.  Again,  in  another  case,  the  attacks  may 
recur  at  comparatively  long  intervals,  one  or  more  years,  and  yet 
after  each  attack  we  noticed  a  slight  mental  deterioration  which 
in  time  we  term  dementia. 

The  first  of  these  two  cases  without  hesitation  we  would  include 
in  the  manic  depressive  insanities,  but  with  the  second  it  seems  to 
me  there  may  be  some  doubt.  While  for  a  long  period  of  time 
the  symptoms  which  they  show  cause  them  to  be  placed  without 
question  under  manic  depressive  insanity,  yet  the  end  condition 
shows  something  atypical  in  the  conclusion  which  we  usually  find 
in  this  group  of  cases. 

^  Meeus,  Fr. :  En  Katatonisch  Geval  van  Dementia  Prsecox,  Psych,  en 
Neurol.     Bladen,  1902,  S.  35.     Abs.  Neur.  Cent.,  1903,  S.  553. 

Knecht :  Ueber  die  Katatonischen  i.  Dem.  Paral.,  Allgem.  Z.  f.  Pysch., 
Vol.  42,   1886. 

®  Duchateau :  Syndrome  Catatonique  au  Cours  de  la  Foli  Hysterique, 
Annales  de  la  Soc.  Beige  de  Neurologic,  No.  4,  1901.  Abstract  in  Bull. 
de  la  Soc.  Med.  Ment.  de  Belg.,  No.  104,  March,  1902,  p.  88. 
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I  have  under  observation  two  cases ;  the  first  is  a  young  woman 
who  suffered  an  attack  of  mania,  following  an  abdominal  operation 
10  years  ago,  since  which  time  she  has  had  seven  attacks,  all  of 
which  have  been  characterized  by  a  very  striking  mixed  condition, 
the  period  of  depression  and  that  of  excitement  alternating  from 
day  to  day.  She  has  had  no  attack  for  13  months,  but  throughout 
the  course  there  has  been  a  gradual  mental  deterioration  and  the 
patient  is  not  so  bright  mentally  as  she  was  previous  to  her 
first  attack. 

The  second  case  is  a  man  who  for  over  10  years  has  had  recur- 
ring periods  of  excitement,  stupor,  and  normal  condition.  He  has 
been  under  observation  at  the  Sheppard  and  Enoch  Pratt  Hospital 
for  eight  years,  and  it  is  only  about  a  year  ago  that  he  first  showed 
catatonic  symptoms,  which  have  gradually  become  more  marked. 
His  periods  of  excitement  are  gradually  lengthening  and  his  nor- 
mal periods  have  become  very  much  lessened.  I  have  no  doubt  that 
others  have  observed  similar  cases,  and  I  hope  they  have  been 
able  to  observe  them  to  their  'conclusion.  Both  of  the  above  cases 
have  not  yet  reached  an  age  at  which  we  can  speak  positively  of 
their  end  condition.  I  can  draw  no  conclusion,  therefore,  and  I 
merely  suggest  to  you  that  possibly  we  have  a  combined  psychosis, 
which  is  undoubtedly  the  simplest  explanation,  or  else  an  atypical 
form  of  maniacal  depressive  insanity. 

On  all  of  these  points  there  is  at  the  present  time,  in  America 
at  least,  a  condition  of  a  good  deal  of  confusion  and  disagree- 
ment. We  are  not  yet  in  a  position  to  definitely  agree  on  these 
different  forms  and  to  the  names  which  shall  be  applied  to  them. 
Each  man  has  to  rely  upon  his  own  clinical  experience  and  formu- 
late his  own  psychiatry.  We  may  agree  in  the  main  with  each 
other,  but  when  it  comes  down  to  the  finer  points  of  psychiatry, 
we  have  to  rely  upon  our  own  individual  experiences.  Such  a 
condition  is  bound  to  continue  until  we  are  able  to  give  exact, 
almost  minute,  histories  of  our  cases,  and  we  can  agree  upon  the 
use  of  various  terms  so  that  we  shall  be  able  to  exchange  ideas 
concerning  these  cases  better  than  we  can  at  the  present  time. 

Of  the  forms  of  dementia  prsecox  proposed  by  other  writers  of 
which  I  have  spoken,  I  am  of  the  opinion  that  those  proposed  by 
Dr.    de    Sanctis    are   of   most   value.      In    connection    with    his 
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dementia  prsecocissima,  I  would  refer  to  the  fact  that  a  paper  is 
announced  by  Dr.  Smith  E.  JeUiffe  with  a  title  "  Pre-dementia 
Prsecox,"  who,  I  should  imagine,  would  take  some  similar  view. 
Dr.  de  Sanctis  does  not  attempt  to  break  up  the  grouping  pro- 
posed by  Kraepelin,  but  adds  to  it,  which  I  feel  is  a  step  in  the 
right  direction.  The  work  of  Klipstein,  I  feel,  is  iconoclastic, 
and  we  are  not  yet  far  enough  advanced  to  adopt  such  a  classifica- 
tion as  he  proposes.  The  classification  as  proposed  by  Weygandt 
has  been  a  very  good  working  one,  and  I  feel  with  the  addition  of 
the  forms  proposed  by  Dr.  de  Sanctis,  we  are  making  a  decided 
advance  in  our  differentiation  of  the  forms  of  dementia  praecox. 


PROGNOSIS  IN  CASES  OF  MENTAL  DISEASE 

SHOWING  THE  FEELING  OF  UNREALITY. 

By  FREDERIC  H.  PACKARD,  M.  D., 

Assistant  Physician,  McLean  Hospital,  Waverley,  Mass. 

About  a  year  ago  I  published,  in  the  Journal  of  Abnormal 
Psychology,  an  article  on  the  "  Feeling  of  Unreality  "  ( i ) ,  which 
offered  for  consideration  some  possible  pathogenic  factors. 
Meanwhile  I  have  also  been  much  interested  in  the  practical 
significance  of  the  symptom,  especially  as  I  have  found  the 
general  ideas  on  the  subject  rather  vague  and  somewhat  at 
variance  with  my  own  observations.  It  seems,  then,  that  a  dis- 
cussion concerning  its  value  and  importance  in  diagnosis  and 
prognosis  might  well  be  worth  while  at  this  time. 

To  those  who  are  not  familiar  with  the  above  mentioned 
paper,  I  would  say  that  under  the  head  "  feeling  of  unreality  " 
may  be  included  all  those  symptoms  arising  from  the  loss  of  the 
feeling  of  reality,  whether  it  be  in  the  field  of  consciousness 
relating  to  the  outside  world  or  to  one's  own  physical  or  mental 
personality.  In  speaking  of  these  different  fields  I  shall  use  the 
words  of  Wernicke,  who  has  conveniently  spoken  of  them  as  the 
allopsychic,  the  somatopsychic,  and  the  autopsychic  fields  (2). 

In  the  allopsychic  field  such  expressions  as  "  The  trees  seem 
changed,"  "  The  flowers  do  not  look  real,"  "  People  are  not 
real,"  etc.,  are  common.  In  the  somatopsychic  field  patients  use 
expressions  to  the  effect  that  their  hands  are  changed,  their 
stomach  or  other  organs  gone,  their  throats  grown  up,  or  even 
that  they  have  no  bodies  at  all.  And  in  the  autopsychic  field  we 
hear  them  say,  "  This  is  not  Miss  so  and  so,"  "  I  no  longer  am,  I 
am  another  person,"  "  This  is  not  I,"  "  I  am  dead,"  etc.,  or 
strangely  enough  at  times  they  say  "  I  cannot  die,"  and  some- 
times add  such  things  as  "  I  haven't  anything  to  die  with." 

As  is  known,  this  symptom  occurs  in  varying  degrees  of  inten- 
sity, from  the  very  mildest  form  where  "  things  do  not  look  quite 
right "  to  the  most  marked  form  where  there  is  a  complete 
17 
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"  delire  de  negation."     It  may  be  limited  to  one  or  may  extend 
to  all  three  fields. 

It  is  not  a  new  symptom,  nor  is  its  recognition  new.  As  far 
back  as  1880  Cotard  described  it  admirably  in  its  various  forms 
and  he  quotes  among  others  Esquirol  as  describing  it  in  1838  and 
Baillarger  in  i860  (3).  Lately  there  has  occurred  an  increased 
interest  in  this  symptom  and  an  excellent  review  of  the  recent 
work  has  been  written  by  Hoch  (4). 

Cotard  described  this  symptom  almost  wholly  in  connection 
with  what  he  called  "La  Melancholic  Anxieuse  "  (5).  This  in- 
cluded cases  which  were  essentially  what  Kraepelin  calls  today 
"  Involution  Melancholia  " ;  i.  e.,  cases  in  which  the  first  attack 
usually  occurs  at  the  involution  period,  an  attack  characterized  by 
depression,  apprehensiveness,  and  agitation,  without  any  marked 
clouding  of  consciousness  but  with  an  ultimate  narrowing  of  the 
mental  horizon.  We  know  that  the  prognosis  in  the  great  major- 
ity of  these  cases  is  bad ;  of  the  last  103  cases  of  this  kind  seen 
at  the  McLean  Hospital  only  15  are  known  to  have  recovered. 

In  addition  to  the  above  mentioned  symptoms  there  is  often 
developed  as  time  goes  on  this  feeling  of  unreality  and  Cotard 
was  inclined  to  believe  it  the  end  step  of  this  psychosis,  so  to 
speak,  and  the  indication  of  mental  disaggregation. 

It  is  not  strange,  then,  that  a  symptom  which  was,  almost  at 
its  introduction,  described  in  connection  with  essentially  invo- 
lution melancholias  and  which  is  undoubtedly  most  conspicuously 
seen  in  those  cases,  should  have  come  to  be  considered  more  or 
less  a  pathognomonic  symptom  of  that  psychosis  and  should 
have  come  to  share  the  generally  bad  prognosis  of  Involution 
Melancholia. 

In  psychiatry  scarcely  anything  is  truer  than  that  the  further 
observation  of  cases  and  of  more  cases  is  constantly  driving  us 
to  reconstruct  and  readjust  our  ideas.  So  in  this  particular  case 
further  observation  has  shown  that  the  feeling  of  unreality  is 
not  an  essential  symptom  of  involution  melancholia.  Of  the 
103  cases  above  mentioned,  56  did  not  show  it,  yet  all  but  4  of 
these  56  did  not  recover. 

Further  observation  has  shown  that  it  also  occurs  in  other 
psychoses ;  namely,  manic-depressive  insanity,  general  paralysis, 
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and  some  psychoses  which  superficially  may  at  times  resemble 
dementia  prsecox.  These  latter  are  described  by  Kraepelin  in 
his  chapter  on  Original  Disease  States  (6). 

Furthermore,  many  of  the  cases  showing  this  symptom  re- 
covered. With  these  points  in  mind,  it  would  seem  that  we  ought 
no  longer  to  attach  such  diagnostic  and  prognostic  significance  to 
this  symptom,  as  I  fear  some  are  still  doing. 

It  would  be  presumptuous  for  me  to  say  anything  about  a  sub- 
ject so  difficult,  expecting  my  opinion  to  be  in  any  sense  final. 
However,  at  the  present  time  I  am  strongly  inclined  to  think  that 
the  ideas  which  are  included  under  this  symptom,  the  "  feeling 
of  unreality,"  are  conceptual  in  origin  and  not  the  result  of  any 
change  in  organic  sensations.  These  ideas  may  arise  whenever 
certain  conditions  are  present ;  namely,  an  association  disorder 
which  interferes  with  complex  apperceptive  processes  but  allows 
simpler  apperceptive  processes  to  take  place ;  that  is,  a  certain 
confusion  where  complex  mental  activity  is  required,  with  the 
preservation  of  enough  clearness  to  reason  in  a  simple  way. 

If  we  accept  this  view,  the  symptom  at  once  becomes  acciden- 
tal, secondary  to  the  above  conditions,  and  not  fundamental. 

I  have  already  indicated  that  it  is  observed  frequently  in  cases 
of  the  involution  melancholia  type.  This  might  have  been  pre- 
dicted almost  a  priori.  It  does  occur  more  often  in  this  psycho- 
sis for  the  characteristic  narrowing  of  the  mental  horizon  with 
comparative  clearness,  which  is  seen  in  these  cases,  furnishes 
favorable  conditions  for  the  development  of  this  symptom.  In 
the  second  place,  it  is  more  noticeable  in  them,  because  this 
same  narrowed  mental  horizon  and  poverty  of  ideas  allows  the 
symptom  to  stand  out  more  obtrusively,  with  its  empty  back- 
ground, than  is  the  case  in  manic-depressive  insanity  where  the 
more  productive  patient  not  only  utters  these  ideas  but  attempts 
to  explain  and  qualify  them  to  a  certain  extent  and  even  talks 
about  other  things.  In  the  third  place,  the  fact  that  a  superficial 
diagnosis  of  involution  melancholia  is  sometimes  made  on  this 
one  symptom  naturally  causes  to  be  included  in  the  number  of 
involution  cases  many  which  do  not  belong  there.  And  finally, 
the  long  duration  of  these  cases — for  they  seem  to  be  often  of 
long  duration — tends  to  obscure  the  prognosis,  thereby  seeming  to 
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confirm  the  bad  prognosis  of  the  symptom  and  the  diagnosis  of 
involution  melancholia. 

As  already  noted,  the  symptom  occurs  in  cases  of  the  manic- 
depressive  type,  but  only  when  the  conditions  above  named  are 
present.  It  is  interesting  to  note  that  in  cases  where  the  con- 
fusion is  deep  and  comes  on  rapidly  and  the  patients  clear  rapidly 
we  do  not  find  this  symptom  developed. 

So,  too,  it  is  seen  in  patients  of  psychopathic  make-up  when 
the  necessary  conditions  are  present.  Some  of  these  are  the  cases 
which  in  acute  outbreaks  of  excitement  with  impulsive-like  acts, 
suspiciousness  and  absurd  ideas,  superficially  resemble  very 
closely  dementia  prsecox.  In  classical  cases  of  dementia  praecox 
I  have  not  yet  seen  this  symptom,  and  in  seeking  for  it  I  have 
very  carefully  gone  over  the  records  of  many  possible  dementia 
praecox  cases.  Whenever  I  found  it  present,  the  other  symptoms 
were  such  that  I  did  not  feel  justified  in  calling  the  cases  demen- 
tia prsecox.  It  may  occur,  but  rarely,  I  think.  Moreover,  the 
reason  is  clear,  the  conditions  are  seldom,  if  ever,  right.  When 
the  necessary  apperceptive  disorder  is  present  in  dementia  prae- 
cox there  is  almost  always  accompanying  it  too  great  a  mental 
apathy  and  too  marked  an  emotional  indifference  to  develop  and 
bring  out  any  special  ideas. 

The  occurrence  of  this  symptom  in  general  paralysis  has  been 
recognized  for  a  long  time.  Baillarger  described  it  in  i860. 
Modern  text-books  mention  it,  and  I  have  seen  it  a  number  of 
times,  but  have  not  as  yet  observed  it  carefully  in  those  cases. 

The  following  are  brief  abstracts  of  the  characteristics  of 
cases  illustrating  the  points  which  I  have  brought  out  above: 

Cases  I-VI  inclusive  belong  to  the  involution  melancholia 
type.  It  is  interesting  to  note  that  Cases  V  and  VI  recovered, 
in  spite  of  this  fact,  and  the  fact  that  they  also  had  a  marked 
feeling  of  unreality.  For  the  sake  of  emphasizing  this  point, 
permit  me  right  here,  to  give  you  the  results  of  the  analysis  of 
the  103  cases  of  involution  melancholia  before  mentioned.  Of 
these  only  15  are  known  to  have  recovered.  Of  the  103  cases, 
47  showed  the  symptom  of  the  feeling  of  unreality,  56  did  not. 
Of  the  15  recovered  cases,  11  showed  the  symptom,  4  did  not.  To 
put  it  another  way,  about  23  per  cent  of  the  involution  melancho- 
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lias  with  the  symptom  recovered,  while  only  about  7  per  cent  with- 
out it  recovered. 

Cases  VII  to  XI  inclusive  belong  to  the  manic-depressive  type 
of  insanity.  Of  these  Cases  VII,  VIII,  and  IX  made  good  recov- 
eries in  spite  of  the  presence  of  this  symptom  and  Cases  X  and 
XI  bid  fair  to  do  so  in  time. 

Cases  XII  to  XIV  inclusive  are  essentially  psychopathic  indi- 
viduals in  its  broader  sense  who  had  periods  when  they  had  more 
or  less  acute  outbreaks  of  more  pronounced  abnormality  with  a 
"  feeling  of  unreality." 

Case  XV  is  a  typical  general  paralytic  with  a  marked  feeling 
of  unreality. 

Case  I. — Age  at  admission  54,  widow,  housewife.  First  attack:  De- 
pressed, apprehensive,  agitated,  oriented;  loss  of  feeling  of  reality  in 
somatopsychic  field  amounting  to  complete  negation.  Now  after  6  years 
is  quiet,  with  much  narrowed  mental  horizon  and  persistence  of  ideas,  but 
still  oriented. 

Case  II. — Age  at  admission  60,  widow,  housewife.  First  attack:  De- 
pressed, apprehensive,  agitated,  oriented;  loss  of  feeling  of  reality  in 
somatopsychic  field  amounting  to  negation.  Now  after  8  years  is  quiet, 
with  much  narrowed  mental  horizon  and  persistence  of  ideas. 

Case  III. — Age  at  admission  53,  single,  teacher.  First  attack:  De- 
pressed, apprehensive,  agitated,  oriented;  loss  of  feeling  of  reality  in 
somatopsychic  and  autopsychic  fields.  Died  of  pneumonia  4  years  after 
onset. 

Case  IV. — Age  at  admission  48,  married,  housewife.  First  attack:  De- 
pressed, agitated,  oriented;  loss  of  feeling  of  reality  in  somatopsychic  and 
autopsychic  fields.     After  5  years'  duration  died  following  convulsions. 

Case  V. — Age  at  admission  52,  married,  housewife.  First  attack:  De- 
pressed, apprehensive,  agitated,  oriented;  loss  of  feeling  of  reality  in 
somatopsychic  and  autopsychic  fields.  Gradual  recovery  after  about  7 
years.  Now  attends  to  household  duties,  goes  about  much  in  society,  but 
is  said  to  be  rather  irritable  and  hard  to  get  along  with  at  home. 

Case  VI. — Age  at  admission  49,  married,  clergyman.  First  attack :  De- 
pressed, apprehensive,  agitated,  oriented;  loss  of  feeling  of  reality  in 
somatopsychic,  autopsychic  and  allopsychic  fields  amounting  to  complete 
negation.     Apparently  good   recovery   after  7  years'   duration. 

Case  VII. — Age  at  admission  ZT^  single,  no  occupation.  The  patient 
had  had  two  previous  attacks  of  depression  with  perfect  recovery.  This 
third  attack  was  characterized  by  depression,  retardation,  and  confusion. 
As  her  mental  condition  slowly  cleared  and  she  became  freer  there  de- 
veloped a  marked  loss  of  the  feeling  of  reality  in  the  somatopsychic  and 
autopsychic   fields   amounting  to   complete   negation.     Complete   recovery 
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took  place  three  years  from  onset,  the  patient  now  teaching  school 
successfully. 

Case  VIII. — Age  at  admission  21,  single,  student.  First  attack  charac- 
terized by  depression,  inadequacy,  loss  of  feeling  of  reality  in  somato- 
psychic and  allopsychic  fields.  After  some  months  the  patient  became 
retarded,  and  a  little  later  there  was  deep  confusion  with  stupor  and  cata- 
lepsy. As  she  emerged  from  this  condition  she  was  again  typically  re- 
tarded. Six  months  after  admission  she  swung  over  into  a  state  of  mild 
exhilaration.     Eleven  months  from  onset  she  made  a  complete  recovery. 

Case  IX. — Age  at  admission  29,  married,  housewife.  First  attack  fol- 
lowed childbirth.  The  patient  was  depressed,  unoccupied,  self-accusatory, 
misinterpreted  many  things.  Later  there  developed  a  loss  of  the  feel- 
ing of  reality  in  the  somatopsychic  and  allopsychic  fields.  Six  months 
after  onset  the  patient  swung  over  into  an  exhilaration  with  flight  of 
ideas  and  motor  activity,  which  gradually  subsided.  She  made  a  good 
recovery  about  15  months  after  onset. 

Case  X. — Age  at  admission  59,  single,  no  occupation.  First  attack :  De- 
pressed, retarded,  some  thinking  disorder;  loss  of  feeling  of  reality  in 
somatopsychic,  autopsychic,  and  allopsychic  fields  amounting  to  complete 
negation.  Later,  the  patient  showed  a  typical  mixed  condition,  exhilara- 
tion, retardation,  and  marked  thinking  disorder,  with  episodes  of  motor 
activity,  at  times  singing  and  dancing.  During  clearer  intervals  there 
were  frequent  expressions  denoting  the  loss  of  the  feeling  of  reality.  Now 
after  nearly  four  years  the  patient  is  beginning  to  improve,  occupies  her- 
self a  little,  and  the  feeling  of  unreality  is  not  so  much  in  the  foreground. 

Case  XL — Age  at  admission  34,  single,  no  occupation.  Has  had  two 
quite  typical  manic-depressive  attacks  with  perfect  recovery.  This,  the  third 
attack,  was  characterized  by  marked  depression,  marked  inadequacy,  and 
great  thinking  disorder,  with  loss  of  feeling  of  reality  in  somatopsychic 
and  autopsychic  fields.  Now,  3  years  from  onset,  the  patient  is  beginning 
to  show  slight  improvement. 

Case  XII. — Age  at  admission  21,  single,  student.  First  attack.  Always 
a  little  odd.  At  19  failed  at  school,  became  somewhat  apathetic,  morally 
indifferent,  had  irritable  spells,  and  occasionally  committed  impulsive  acts. 
Later,  there  developed  a  loss  of  the  feeling  of  reality  in  the  somatopsychic 
field,  and  at  times  in  the  allopsychic  field.  Now  after  six  years  the  patient 
is  seclusive,  somewhat  apathetic,  and  at  times  has  absurd  delusions. 
There  have  been  no  acute  episodes  of  late,  and  in  many  ways  the  patient 
makes  a  comparatively  natural  impression. 

Case  XIII. — Age  at  admission  27,  married,  housewife.  At  19  years 
of  age  the  patient  was  rather  depressed  for  a  year,  and  again  at  21.  Since 
then  she  has  never  been  well  for  any  length  of  time.  She  is  subject  to 
irritable,  excited  spells,  and  is  sometimes  delirious  at  menstrual  periods. 
Again  there  have  been  periods  when  she  has  been  unoccupied,  somewhat 
apathetic  and  neglectful  of  her  duties,  with  loss  of  the  feeling  of  reality 
in  the  somatopsychic,  autopsychic,  and  at  times  in  the  allopsychic  fields. 
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During  three  months'  stay  at  the  hospital  she  was  alternately  better  and 
worse.  Since  leaving  she  has  had  periods  when  she  was  quite  well,  and 
again  there  have  been  periods  when  she  has  been  abnormal  in  the  same 
way  as  mentioned  above.  At  the  present  time  she  is  fairly  well  able  to 
attend  to  her  household  duties. 

Case  XIV. — Age  at  admission  17,  single,  student.  First  attack.  The 
patient  was  depressed,  suspicious,  had  absurd  ideas.  Later  became  some- 
what exhilarated,  with  much  silly  laughter  but  no  flight  of  ideas.  Then 
followed  a  period  when  there  was  marked  loss  of  feeling  of  reality  in  the 
somatopsychic  field.  Later  still  he  assumed  awkward  positions,  sat  about 
drooling,  but  had  fair  grasp  on  the  surroundings.  Patient  left  the  hos- 
pital without  recovery  nearly  4  years  ago.  He  is  said  to  have  recovered 
later,  and  to  have  had  three  other  acute  attacks  of  a  similar  nature.  At 
the  present  time  he  is  considered  comparatively  well,  but  is  not  strong 
physically.  He  is  inclined  to  be  somewhat  seclusive,  and  apparently 
somewhat  apathetic. 

Case  XV. — Age  at  admission  39,  married,  broker.  Syphilis  at  19.  First 
attack:  Overactive,  expansive,  then  depressed,  hypochondriacal,  emo- 
tional, some  confusion  at  times.  Physical  signs:  right  pupil  larger  than 
left,  no  reaction  to  light,  unequal  knee-jerks,  speech  defect,  tremor  of  the 
face,  later  memory  defect,  convulsions,  and  finally  the  loss  of  the  feeling 
of  reality  in  somatopsychic  and  autopsychic  fields  amounting  to  complete 
negation.     Still  in  hospital. 

In  view  of  the  points  which  I  have  tried  to  bring  out  I  must 
conclude  that  the  feeling  of  unreality  is  not  a  fundamental  symp- 
tom, not  a  pathognomonic  symptom,  and  not  of  bad  prognostic 
signifiicance. 

The  prognosis  in  involution  melancholia  is  usually  bad  with 
or  without  this  symptom,  while  in  manic-depressive  insanity  it 
is  usually  good  regardless  of  its  presence.  I  would,  therefore, 
emphasize  the  fact  that  this  somewhat  fantastic  symptom  should 
not  be  given  too  much  importance  and  that  the  diagnosis  and 
prognosis  of  cases  be  made  on  the  more  fundamental  symptoms. 
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DISCUSSION. 

Dr.  Dunton. — I  do  not  agree  with  Dr.  Packard  when  he  states  that  the 
sense  of  unreality  is  only  noted  in  involutional  cases.  I  have  seen  it 
shown  more  prominently  in  two  cases  of  dementia  prsecox  than  in  any 
others,  and  it  seemed  to  me  that  in  these  it  was  a  symptom  of  importance 
because  these  differed  somewhat  from  the  majority  in  that  they  demented 
more  slowly.  When  the  dementia  did  appear  it  did  so  rather  abruptly 
and  at  the  same  time  the  feeling  of  unreality  disappeared. 

Dr.  Packard. — I  would  not  deny  the  fact  that  this  symptom  may  occur 
in  dementia  prsecox,  but  I  myself  have  never  seen  it  in  such  cases,  and  I 
think  it  is  not  very  common  to  find  it  in  them  for  the  reasons  I  have  given. 
If  it  does  occur,  I  should  expect  that,  as  Dr.  Dunton  says,  it  would  soon 
disappear  as  the  patients  become  demented.  I  feel  quite  certain  that  some 
people  would  make  a  diagnosis  of  dementia  prsecox  in  cases  which  I  should 
consider  merely  people  of  psychopathic  make-up,  who  from  time  to  time 
have  episodes  which  superficially  resemble  dementia  praecox.  In  such 
cases  the  feeling  of  unreality  is  seen  quite  frequently,  and  you  will  find  it 
mentioned  by  Kraepelin  in  his  chapter  on  original  disease  states. 


THE    HYSTERICAL    INSANITIES    AND    THEIR 
BEARING  ON  CURRENT  CONCEP- 
TIONS OF  INSANITY. 

By  ROBERT  C  WOODMAN,  M.  D.,  Middletown,  N.  Y., 
Assistant  Physician,  Middletown  State  Homeopathic  Hospital. 

For  thirty  years  we  have  been  accustomed  to  think  of  insanity 
as  disease  of  the  brain,  and  to  consider  any  definition  of  it  as  in- 
complete if  it  did  not  add  that  the  mental  disturbances  under  con- 
sideration had  an  origin  in  morbid  anatomy.  This  opinion  was  not 
the  result  of  observation  but  was  the  outcome  of  metaphysical 
and  psychological  theorizing  in  advance  of  observation.  It  is  not 
by  any  means  proven,  and  nothing  in  psychiatry  is  better  adapted 
to  undermine  such  a  notion  than  the  study  of  hysteria  and  the 
hysterical  psychoses.  The  psychology  of  hysteria  and  of  the 
kindred  parallel  conditions  artificially  provoked,  has  armed  us 
with  many  facts,  susceptible  to  experimental  methods,  which 
throw  a  great  light  on  some  of  the  mechanisms  of  thought. 

We  find  in  hysteria  a  functional  variation  from  the  usual 
type  of  mental  phenomena,  the  extreme  application  of  methods  of 
thought,  which  in  their  proper  degree  are  probably  perfectly 
normal  and  useful,  which  in  their  moderate  exaggeration  produce 
hysterical  states  that  do  not  seriously  impair  the  responsibility  nor 
usefulness  of  the  personality,  and  which  in  their  extreme  degree, 
blossom  out  into  such  complete  clouding  of  the  mind  as  to  be 
obviously  insane  from  any  practical  point  of  view.  Moreover 
there  is  abundant  proof  of  the  production  of  such  states,  not  by 
toxins,  not  by  metabolic  disorders,  not  by  disease  of  the  brain ;  but 
by  the  impulsion  of  emotions  and  ideas ;  and  the  cure  of  such 
states  is  notoriously  effected  by  the  most  diverse  means  that  pro- 
duce the  proper  mental  effect. 

The  consideration  then  of  the  insanities  belonging  to  such 
conditions  cannot  but  be  of  the  greatest  service  in  shaking  loose 
the  idea,  fixed  upon  the  public  mind,  and  in  practice  at  least  upon 
the  minds  of  most  physicians,  that  there  is  some  essential  difference 
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in  kind  between  sane  and  insane  states.  Here  they  are  all  seen 
to  be  members  of  the  same  series.  It  introduces  us  to  an  insanity 
which  is  not  a  disease  of  the  brain ;  it  provides  a  functional 
approach  to  psychiatry;  and  prepares  us  to  seek  the  share  that 
poor  methods  of  thought  take  in  other  psychoses. 

There  was  a  few  years  ago  a  tendency  to  ignore  the  fact  that 
some  hystericals  were  committed  as  insane  persons.  They  were 
lumped  in  some  conglomerate  group  of  mania  or  melancholia, 
though  their  excitements  or  depressions  did  not  fit  in  the  text- 
book descriptions ;  and  so  morphological  was  the  conception  that 
it  was  assumed  that  some  brain  disease  was  added  to  the  hysteria, 
and  this  too,  though  shorter  and  milder  upsets  of  similar  char- 
acter, make  up  a  series  without  line  of  cleavage  between  the  sane 
and  the  insane — a  far-fetched  inference  to  force  on  the  simple 
fact  of  observation  that  some  hystericals  are  so  much  perturbed 
in  mind  and  so  irresponsible  that  they  are  obviously  to  be  con- 
sidered insane  and  that  many  other  precisely  similar  disturbances 
are  not  severe  enough  to  make  formal  restriction  of  liberty 
necessary. 

We  need  no  more  than  mention  the  essential  characteristics  of 
psychology  of  hysteria :  A  systematized  splitting  of  the  contents 
of  consciousness  without  particular  derangement  in  the  form  and 
sequence  in  thought,  except  perhaps  on  some  special  subjects, 
the  suppression  of  certain  memories,  feelings,  and  sensations  asso- 
ciated with  upsetting  emotional  complexes,  and  the  substitution, 
through  association  of  one  reaction  for  another ;  the  "  conversion  " 
of  Riklin.  The  splittings  or  dissociations  are  the  basis  of  the  prim- 
ary amnesias  and  anaesthesias  and  the  conversions  bring  in  the 
whole  range  of  hysterical  accidents ;  events  which  having  been 
associated  with  a  painful  experience,  appear  in  consciousness  in 
place  of  it  when  something  occurs  which  would  naturally  recall 
it  to  mind. 

But  the  influence  of  our  knowledge  of  hysteria  on  our  concep- 
tion of  insanity  is  only  one  phase ;  an  immediately  practical  ques- 
tion is  the  diagnosis  of  the  hysterical  insanities  among  those 
committed  as  insane.  At  present  we  can  indicate  what  cases  may 
be  especially  scrutinized  with  the  expectation  of  finding  among 
them   cases   exhibiting  the  hysterical   type   of  thought   disorder. 

First,  of  course,  are  cases  with  hysterical  stigmata,  convul- 
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sions  or  other  hysterical  accidents.  These  things  are  very  strik- 
ing evidences  of  a  systematized  dissociation  but  as  is  well  known 
they  are  absent  in  a  very  large  number  of  hystericals  who  have 
not  been  subjected  to  repeated  examinations  for  them,  that  is,  in 
cases  in  which  they  have  not  been  suggested,  for  the  dissocia- 
tions may  show  exclusively  in  other  ways.  Besides,  with  all 
sharp  mental  changes  in  hysteria,  all  observers  report  marked 
shifting  of  the  anaesthesias,  paralyses  or  contractures,  and  with 
the  profounder  mental  changes  that  accompany  commitments, 
they  seem  especially  likely  to  disappear.  No  case  may  be  safely 
dismissed  as  non-hysterical  because  it  lacks  stigmata  in  any  nar- 
row sense  of  the  term  at  some  particular  time,  and  this  applies 
especially  to  insane  hystericals. 

Second.  Cases  with  sudden  onset  after  distressing  emotional 
experiences  are  very  likely  to  prove  hysterical.  It  is  especially 
emotional  shocks  which  tend  to  become  submerged  in  certain  per- 
sons and  represented  by  substitutive  reactions.  Whether  a  sudden 
attack  be  hysterical  or  not  it  is  often  due  to  mental  causes  and 
in  either  instance  it  is  important  to  find  out  and  remove  the  source 
of  irritation,  if  possible.  We  know  well  how  in  our  sane  lives 
some  enthusiasm,  some  disappointment,  or  some  decision  modi- 
fies the  whole  future  of  the  individual,  and  in  cases  of  mental 
disorder  of  such  onset  it  is  possible  to  see  how  similar  factors, 
working  through  an  hysteria,  lead  to  mental  disturbances  which 
are  beyond  the  patient's  power  to  balance  again.  That  the  offend- 
ing emotional  experience  is  so  often  in  the  sexual  life  need  not 
surprise  one  into  thinking  that  hysteria  is  necessarily  of  such 
origin.  It  is  rather  that  the  sexual  life  plays  a  very  prominent 
and  hidden  part  in  the  very  inmost  feelings  of  those  young  and 
but  partially  organized  personalities  who  are  most  subject  to 
hysteria.  Fright  and  other  emotions  that  touch  the  feelings 
deeply  are  also  hysterogenic. 

Third.  Traumatic  cases  need  especial  scrutiny.  The  same  dif- 
ficulties will  arise  as  in  the  other  hysterias  after  accidents.  There 
is  great  difficulty  in  differentiating  the  hysterical  symptoms  from 
others  possibly  organic.  The  extensive  litigation  in  which  this 
subject  is  involved  has  served  to  inform  physicians  of  the  mental 
nature  of  many  post-traumatic  disorders,  though  too  often  they 
assume  that  all  that  is  of  mental  origin  is  conscious  simulation. 
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Fourth.  Cases  with  temporary  lapses  of  memory,  filled  by 
more  or  less  coherent  activity  are  most  likely  to  be  hysterical. 
There  is  a  widespread  belief  among  physicians  that  ambulatory 
automatisms  associated  with  loss  of  memory  are  universally  of 
epilectic  nature.  We  think  it  certain  that  part  of  this  error  has 
arisen  from  mistaking  hysterical  convulsions  for  epileptic  con- 
vulsions. So  far  has  this  belief  gone  that  such  automatisms  are 
often  accepted  as  equivalents  of  epilepsy  in  the  absence  of  con- 
vulsions. No  one  doubts  that  there  are  real  automatisms  after 
epilepsy,  but  those  we  have  seen  have  been  of  a  very  simple  char- 
acter (for  the  epileptic  fit  is  without  mental  components,  with 
possibly  occasionally  mental  components  of  a  very  low  order), 
while  the  characteristic  hysterical  state  is  the  interruption  of  the 
normal  stream  of  appropriate  responses  to  the  environment  by 
dissociated  activities  which  leave  no  record  of  themselves  in  the 
working  memory  of  relatively  normal  states ;  just  the  state 
exhibited  by  somnambulists  and  by  those  who  lose  the  conscious- 
ness of  their  identity  and  travel  about  for  a  time  in  an  automatic 
manner. 

The  activity  of  the  time  lost  to  memory  may  be  very  various  in 
different  cases.  It  may  be  so  coherent  as  to  attract  no  notice 
among  strangers  as  in  the  much  studied  cases  of  multiple  per- 
sonality, or  it  may  be  occupied  by  dazed  states  with  a  tendency  to 
wander  about,  or  by  a  restless  delirium  with  disorientation  and 
efforts  to  escape. 

Fifth.  The  hysterical  mental  disorder  has  been  found  to 
assume  forms  which  approximate  all  the  types  of  insanity  of  our 
older  nomenclature.  The  case  that  Prince  has  so  fully  reported 
and  analyzed  illustrates  how  variously  the  presence  of  currents 
subconscious  to  the  waking  state  interrupt  it,  throw  it  into  deli- 
rium, subject  it  to  dreamy  episodes,  to  erroneous  sense  impres- 
sions, modify  its  opinions  and  govern  the  whole  mental  and  phy- 
sical well  being.  Such  a  case  must  start  physicians  charged  with 
the  care  of  the  insane  in  search  of  the  cause  of  the  hallucinations, 
delusions,  and  peculiar  experiences  manifested  by  their  own 
patients.  In  the  asylum,  attacks  of  excitement  gave  rise  to  the 
old  term  "Hysterical  Mania,"  though  we  are  not  quite  sure  that 
we  have  seen  the  manic  syndrome  in  the  course  of  an  hysteria. 
A  depressed  emotional  state  is  much  more  common,  associated 
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with  the  depressive  emotions  that  precipitate  the  hysteria. 
Lamentations,  anxiety,  unrest,  and  sometimes  fear  dominate  the 
depression,  often  with  dreamy  fancies  asserted  as  facts,  and  more 
or  less  coherent  according  to  the  calmness  of  the  patient.  In  the 
more  common  and  acute  cases  the  orderly  processes  of  thought 
are  greatly  upset  but  the  histories  of  hystericals  are  full  of  instan- 
ces of  sub-conscious  trends  of  thought  exerting  such  an  influence 
on  consciousness  as  to  produce  prolonged  unrest  and  depression 
without  the  patient  knowing  the  cause.  In  a  similar  manner  it 
appears  that  sub-conscious  activities  can  enter  into  the  production 
of  paranoic  conditions.  We  have  cases  which  make  this  appear 
probable  but  they  are  not  completely  analyzed  and  we  cannot 
positively  assert  that  it  is  so. 

There  are  certain  mental  symptoms  that  commonly  pass  as 
mental  stigmata,  so  that  the  laity  and  many  practitioners  speak 
of  hysteria  whenever  mental  instability  is  noted,  caprice,  whims, 
or  immoderate  reactions.  When  there  is  a  desire  to  impress  the 
importance  of  the  symptoms  upon  others ;  when  the  dramatic  pos- 
sibilities of  the  illness  appeal  to  the  patient  so  that  conscious 
deceptions  or  unconscious  fabrications  occur ;  when  the  attention  is 
poor  and  the  mem.ory  fitful ;  when  confusional  states  occur.  One 
or  more  of  these  characteristics  certainly  mark  the  personalities  of 
many  hysterics  and  possibly  even  mark  the  persons  who  are 
especially  liable  to  develop  an  hysteria  upon  the  occurrence  of  a 
suitable  emotional  disturbance,  but  they  are  very  often  found  in 
poorly  trained  individuals  who  have  not  and  who  never  will  have 
an  hysteria.  We  may  suspect  an  hysterical  psychosis  when  these 
symptoms  are  in  the  foreground,  and  as  a  rule  some  form  of  func- 
tional disturbance  is  present,  but  it  should  not  be  called  an  hysteria 
unless  through  the  common  stigmata,  through  the  development  of 
characteristic  hysterical  accidents  or  crises,  or  as  Dr.  Meyer  very 
appropriately  calls  them,  substitutive  reactions,  or  through  lapses 
in  memory,  or  the  uncovering  of  sub-conscious  disturbing  trends  a 
systematic  dissociation  in  consciousness  is  shown.  All  of  these 
are  diagnostic  of  hysteria  because  they  indicate  the  hysterical 
splitting  of  consciousness. 

When  we  have  safely  concluded  that  a  case  of  insanity  is  hysteri- 
cal we  have  at  once  a  number  of  important  indications  for  its 
management.     Realizing  the  place  of  emotional  perturbation  in 
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the  production  of  the  disorder,  the  treatment  must  be  directed  to 
the  restoration  of  mental  calm.  In  our  hospital  cases  they  have 
already  been  removed  from  the  exciting  circumstances.  We  must 
see  that  the  institution  surroundings  are  made  as  favorable  as 
possible.  All  that  irritates  and  antagonizes  the  patient,  all  that 
frightens  that  is  strange,  unexplained  and  terrifying,  can  only 
help  to  keep  up  the  trouble.  The  patient  must  be  put  at  ease  as 
soon  as  possible.  No  routine  method  can  do  this.  It  requires 
the  individual  attention  of  the  physician  and  nurse  who  should 
address  themselves  to  the  personality  of  the  patient  and  establish 
a  sympathetic  insight  and  understanding.  The  expectation  of  a 
cure  must  be  aroused  and  treatments  by  baths,  electricity,  and 
massage  are  efficient  largely  in  proportion  to  the  patient's  confi- 
dence in  them.  The  unrest,  anxiety,  poor  sleep,  and  irregular 
food  tend  to  make  even  hystericals  who  were  well  nourished  at 
the  onset  of  the  trouble,  weak  and  anemic  and  the  nutritive  factor 
must  not  be  neglected,  for  weakness  and  sickness  introduce  com- 
plicating thought  reductions  of  their  own. 

A  number  of  special  treatments  for  hysteria  have  been  proposed, 
notably  the  Weir  Mitchell  method.  This  method  meets  the  indica- 
tions detailed  above  and  has  done  much  good,  but  neither  it  nor 
the  foregoing  attack  the  hysteria  directly  on  its  own  ground.  To 
attack  it  thus  directly,  two  methods  are  being  discussed,  those  of 
Janet  and  Freud ;  both  of  which  involve  tapping  the  sub-conscious 
thought  currents.  This  may  be  done  as  Jung  has  done  it,  by 
means  of  word  association  tests  which  show  delayed  reaction 
time,  disturbance  of  the  following  associations  and  increased  elec- 
trical resistance  of  the  body  when  sensitive  complexes  are  touched 
upon.  The  distraction  method  has  been  used  with  responses  in 
words  or  automatic  writing,  and  it  is  here  that  crystal  gazing 
belongs ;  or  the  offending  ideas  may  be  directly  sought  by  hypno- 
tism. In  this  we  transcend  our  experience,  but  may  briefly  say 
that  Janet  seeks  to  so  modify  and  change  the  offending  ideas  that 
he  finds  at  the  root  of  the  hysteria  that  they  become  no  longer 
disagreeable ;  while  Freud  by  his  so-called  "  Cathartic  Method  " 
aims  to  fully  talk  out  and  ventilate  the  matters  which  while  hidden 
produce  the  hysteria,  to  make  them  conscious  and  clear,  when  the 
symptoms  dependent  upon  them  disappear. 
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SUMMARY. 

This  paper  seeks  to  direct  general  attention  to  certain  hysterias 
which  are  commonly  regarded  as  insane  and  which  have  always 
been  so  regarded,  and  which  present  a  wide  and  suggestive  variety 
of  mental  symptoms.  It  is  well  known  that  the  explanations  of 
such  mental  symptoms  are  found  in  the  functional  activity  of  the 
brain.  Having  recognized  this  in  hysteria,  it  becomes  incumbent 
on  psychiatrists  to  seek  the  functional  element  in  other  psychoses, 
to  find  out  how  far  they  depend  on  faulty  reactions  to  the  environ- 
ment. It  is  not  necessary  to  give  up  the  search  for  organic 
causes ;  but  even  more,  we  should  not  let  any  fixed  idea  of  brain 
disease  obscure  attention  to  functional  disturbances,  for  it  is  the 
latter  which  we  may  especially  modify  to  the  benefit  of  the  patient. 


EPIDEMIC    HYSTERIA. 
By  E.  L.   BULLARD,   M.  D.,   Milwaukee,  Wis. 

The  late  "  Ian  McLaren  "  who  will  always  be  held  in  affec- 
tionate remembrance  by  our  profession  for  his  creation  and 
apotheosis  of  a  medical  character,  in  a  recent  lecture  says  of 
De  Quincy,  that  no  matter  what  the  title  of  his  essay  might  be, 
"  he  never  referred  to  that."  In  begging  your  permission  to  pre- 
sent for  your  consideration  to-day  a  phase  of  a  subject  different 
from  the  one  originally  selected  by  me,  and  though  willing  to  plead 
guilty  to  the  irresolution  common  to  that  type  of  neurotics,  I  will 
ask  you  to  kindly  refrain  from  looking  for  other  mental  stigmata. 
My  attention  having  been  called  in  a  rather  forcible  way  to  the 
antics  of  a  community  in  a  nearby  summer  resort,  I  decided  to 
write  on  the  subject  of  Epidemic  Hysteria,  instead  of  Hysteria  in 
the  Male.  Dana  tells  us  that  all  women  and  many  men  have  the 
hysterical  temperament,  from  which  I  take  it  that  he  means  that 
there  is  an  instability  of  the  central  neurones,  a  tendency  to  dis- 
charge on  too  slight  an  impulse ;  there  is,  so  to  speak,  a  low 
ignition  point.  The  hysteric  condition  is  found  not  only  in  those 
of  a  strongly  neurotic  hereditary  taint,  but  in  those  of  average 
nervous  stability  in  whom  the  nerve  tone  has  been  reduced  by 
depressing  mental  and  physical  agencies.  The  hysterical  mani- 
festations of  the  inebriated  person  are  unfortunately  only  too 
well  known.  The  prevalence  of  hysterical  symptoms  among 
those  suffering  from  cerebral  palsy,  in  the  mentally  defective 
in  public  institutions,  after  exhausting  diseases  and  in  times  of 
public  or  private  calamity  are  matters  of  every  day  observance. 
Among  the  lower  animals,  man's  most  intimate  associates  and 
two  best  friends,  the  dog  and  the  horse,  are  not  immune.  It  may 
be  said  of  most  of  the  human  race  that  they  have  a  little  hysteria 
in  them,  which  under  favorable  conditions  may  be  brought  to  a 
successful  accouchement.  "  All  mental  constitutions  contain  pos- 
sibilities of  character  which  may  be  manifested  in  consequence 
of  a  sudden  change  of  environment." 
i8 


274  EPIDEMIC    HYSTERIA. 

"  Virtuous  and  vicious   every  man  must  be, 
Few  in  the  extreme,  but  all  in  the  degree." 

Le  Bon  has  shown  quite  conclusively  that  a  collection  of  people 
animated  by  a  single  purpose  has  a  psychology  sui  generis. 
Angell  designates  as  Plastic  Imitation  that  state  of  mind  which 
is  marked  by  a  recrudescence  of  the  more  purely  instinctive  type 
characterized  by  the  loss  of  individual  initiative  and  of  inhibition, 
in  the  case  of  mob  action,  and  the  movement  of  crowds  where 
one  falls  in  almost  unaware  with  the  purposes  and  impulses  of 
the  mass.  This  kind  of  a  crowd  differs  from  the  ordinary,  pur- 
poseless, haphazard  gathering,  with  perhaps  no  other  motive  than 
idle  curiosity,  as  a  chemical  compound  differs  from  a  mechanical 
mixture.  The  properties  of  the  one  are  entirely  different  from 
those  of  its  elemental  constituents,  in  the  other  the  identity  of  the 
constituent  parts  is  everywhere  in  evidence.  But  the  mechanical 
mixture  may  be  potentially  the  chemical  compound.  So  the  dif- 
ferent mentalities  of  the  nondescript,  miscellaneous  gathering  may 
become  merged  under  the  suggestive  force  of  a  strong  willed, 
assertive,  impetuous  leader,  filled  with  the  fire  of  enthusiasm  into 
a  psychological  unit  or  collective  mind,  equally  capable  of  the  most 
revolting  crimes  or  of  the  most  heroic  deeds  of  valor,  according 
to  the  nature  of  the  excitant.  Starting  with  the  trite  saying  that 
two  heads  are  better  than  one,  we  must  not  by  analogous  reasoning 
assume  that  the  judgment  of  a  vast  number  must  be  infallible. 
Correctly  speaking,  a  crowd  has  no  judgment.  Judgment  is  the 
result  of  reasoning,  which  implies  a  complicated  process  of  com- 
parison of  ideas  and  of  weighing  them  so  that  something  new  is 
evolved  out  of  them.  This  is  a  mental  process  beyond  the  capa- 
city of  the  collective  mind.  The  voice  of  the  people  is  not  the 
voice  of  God.  It  is  the  echo  of  their  leader,  and  he  may  be  a 
Martin  Luther  or  a  Robespierre.  In  such  a  collection  the  avail- 
able working  factors  of  the  mind  are  those  fundamental  qualities 
which  are  common  to  every  person,  such  as  the  instincts,  the 
passions,  the  feelings  of  the  lower  order.  The  aesthetic,  the 
intellectual,  the  altruistic  qualities — those  resulting  from  educa- 
tion are  various  and  neutralize  one  another.  In  a  composite  pic- 
ture it  is  the  predominating  features  that  stand  out  in  the  greatest 
relief.  Thus,  by  effacing  the  higher  intellectual  and  emotional 
characteristics,   we   have   not   only   a   mental   organization   of   a 
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lower  type  than  would  be  an  average  of  its  integral  parts,  but 
there  is  created  a  psychic  entity  of  a  different  character,  with 
different  faculties  in  control.  Because  of  the  mere  presence  of 
numbers,  the  feeling  of  personal  responsibility  or  accountability 
is  reduced,  and  might  be  expressed  by  the  proper  fraction  whose 
numerator  is  i,  whose  denominator  is  represented  by  the  numeri- 
cal strength  of  the  crowd:  Conversely,  the  feeling  of  power  is 
greatly  enhanced,  and  might  be  represented  by  the  improper  frac- 
tion whose  numerator  is  the  aggregate  number,  whose  denomina- 
tor is  I.  But  the  all-prevailing,  dominating  characteristic  of  the 
collective  mind  is  its  impressionability  or  suggestibility,  a  state 
resembling  that  of  hypnotism,  and  hypnotism  is  but  another  form 
of  the  protean  disease,  hysteria. 

M.  Gilles  de  la  Tourette  describes  the  whole  mental  state  of 
hysteria  in  one  word — suggestibility.  Suggestibility  or  impress- 
ibility is  but  a  form  of  imitation  which  is  an  inherent  quality. 
The  impression,  or  etymologically  speaking,  the  in-pressing  of  a 
die  on  a  piece  of  wax,  or  modernizing  our  metaphor,  taking  a 
carbon  copy,  gives  a  reproduction,  distinct  in  proportion  as  one 
is  firm,  as  the  other  is  impressible.  In  the  same  way  the  plastic, 
waxy  mind,  warmed  up  to  a  proper  consistency,  takes  the  stamp  of 
those  strong  mental  characteristics  which  are  impressed  upon  it, 
and  we  get  a  more  or  less  distinct  likeness  or  imitation.  As  illus- 
trative of  the  instinctive  character  of  imitation  and  its  widespread 
occurrence  throughout  animated  nature,  we  might  refer  to  its 
occurrence  in  the  jack-daw,  the  parrot,  the  monkey,  in  the  idiotic 
and  insane,  in  hysteria.  Language  is  one  of  the  most  remarkable 
instances  of  the  influence  of  imitation.  Language  was  in  its 
beginning  the  imitation  and  modification  of  natural  sounds.  In 
our  own  language  there  are  many  words  in  which  the  sound  sug- 
gests the  act,  as  in  roll,  mumble,  buzz,  whistle,  blow,  twang ;  and 
nearly  every  school  boy  has  recited  '^  The  Bells  "  with  a  more  or 
less  "  ringing  "  effect.  The  earliest  form  of  writing  was  by  means 
of  pictures.  Habit  is  an  imitation  of  self  in  previous  actions. 
Memory  is  a  kind  of  imitation.  Contagion  is  a  form  of  imitation. 
Heredity  is  predestined  imitation.  Provincialisms  are  unconscious 
imitations  of  one  another  by  inhabitants  of  remote  and  inaccess- 
ible districts.  National  and  social  characteristics  are  imitations 
on  a  larger  scale.    In  the  "  make  believe  "  games  of  children  there 
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is  a  conscious  imitation,  and  it  is  of  this  conscious  imitation  that 
their  early  education  largely  consists.  Suggestive  imitation  is 
a  name  given  by  some  psychologists  to  such  acts  as  appear  to  be 
imitative  to  an  observer,  but  are  not  necessarily  felt  to  be  so  by 
the  imitator.  Ideas,  emotions,  sentiments,  and  beliefs  possess 
in  crowds  a  contagious  power,  as  intense  as  that  of  microbes.  It 
may  be  compared  to  the  imitation  of  chorea  by  the  hysteric. 
With  the  hysteric,  as  with  the  members  of  a  crowd,  certain  facul- 
ties are  in  abeyance,  others  in  a  high  state  of  exaltation,  as  the 
loss  of  one  of  the  special  senses  increases  the  acuteness  of  the 
others ;  there  are  both  anaesthesia  and  hypersesthesia  of  mind. 
There  is  no  harmony  in  the  mental  instrument ;  it  responds  to 
certain  vibrations  unduly,  to  others  not  at  all.  Both  the  mental 
and  emotional  fields  are  narrowed  and  all  but  a  few  impressions 
are  shut  out.  The  crowd  and  the  hysteric  both  show  a  lack  of 
judgment  and  a  manifest  incapacity  to  exercise  control  over 
thought,  emotion  and  action.  They  are  marionettes  which  can 
be  made  to  do  all  manner  of  absurd  things  by  the  skillful  opera- 
tor. If  a  forceful  assertion  is  made,  accompanied  by  a  command, 
they  yield  unquestioning  obedience.  The  mind  of  the  hysteric 
and  the  collective  mind  both  lack  a  proper  sense  of  proportion,  of 
the  relative  value  of  things.  Things  which  should  cause  emotion 
cause  none ;  things  which  should  not  cause  emotion  are  attended 
by  immediate  and  prolonged  reaction.  The  emotions,  though 
limited  are  intense.  The  hysteric  will  treat  the  death  of  a  hus- 
band or  child  with  indifference,  but  she  will  lavish  a  wealth  of 
affection  on  a  pet  toad.  They  work  themselves  up  into  a  con- 
dition bordering  on  frenzy  over  the  trials  of  the  Children  of 
Israel,  but  the  distress  and  squalor  of  the  modern  ghetto  give 
them  no  uneasiness.  The  falling  of  a  grand  stand  at  a  foot  ball 
game,  killing  some  and  maiming  many,  will  cause  but  a  momentary 
arrest  of  attention.  The  greater  emotion  swallows  up  the  lesser. 
Other  symptoms  common  to  the  crowd  and  to  the  hysteric  are 
impatience,  irritability,  mobility,  impulsiveness,  a  weakness  of  the 
will,  characterized  by  a  fitfulness  and  a  lack  of  continuity,  a  desire 
to  attract  attention  and  to  excite  sympathy,  a  tendency  to  tranform 
ideas  immediately  into  acts,  which  is  in  reality  an  increase  in  reflex 
activity;  in  both,  there  is  an  alteration  in  personality;  in  both, 
some  particular  emotion  may  all  at  once  assume  an  undue  impor- 
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tance  and  play  a  chief  part  in  their  lives ;  in  a  variability  of  mood 
without  sufficient  cause.  In  both,  a  second  emotional  shock  may 
stop  the  action  of  the  first.  They  both  lack  the  power  to  arrest 
certain  reflex  and  voluntary  movements.  The  pathologic  basis 
of  the  singultus  of  hysteria  and  of  alcoholism  and  of  the  volun- 
tarily begun,  but  involuntarily  continued  movements,  as  illustrated 
in  the  ''Dancing  Mania"  of  the  15th  century,  in  the  "Jumpers 
of  Maine,"  and  in  the  more  modern  sect  of  "  Holy  Jumpers  "  of 
Waukesha,  is  doubtless  the  same,  lack  of  cerebral  inhibition.  As 
illustrated  in  the  last,  under  the  saltatory  influence  of  a  song  in 
quick  staccato  beginning  "  I  know,  I  know,  I  know,  I  know," 
they  bounce  into  the  air,  perform  rythmic  movements  perilously 
near  to  those  of  the  alluring  cake  walk,  turn  hand  springs,  jump 
upon  one  anothers'  backs,  tip  over  chairs,  run  around  their  tent, 
swing  upon  its  ropes,  climb  the  poles,  throw  hymn  books,  news- 
papers or  other  convenient  missiles,  push,  pull,  and  slap  one 
another  during  their  "  religious "  exercises  ,(but  some  might 
object  to  denominating  them  religious).  The  vocal  route  of 
expression  is  by  no  means  untravelled,  "  they  lift  up  their  voices  " 
so  they  may  be  heard  three  quarters  of  a  mile  away.  Simulta- 
neously with  these  motor  manifestations,  and  as  an  exciter  of 
them,  several  exhorters  may  be  engaged  at  the  same  time  in  active 
vociferation,  accompanied  by  a  prodigal  display  of  facial  and 
bodily  movements  expressive  of  their  emotion.  One  executed  the 
rapidly  changing  passional  attitudes  of  the  "  grand  attack  "  with 
the  frightful  grimaces  and  bodily  exertions  of  a  person  engaged 
in  an  actual  hand  to  hand,  life  and  death  struggle  with  a  personal 
antagonist,  and  though  scarcely  a  phrase  he  uttered  could  be  dis- 
tinguished in  the  general  hubbub,  his  "  stunt "  met  with  the 
greatest  signs  of  approval.  Such  was  the  spontaneous  tribute 
of  pathological  mediocrity  to  pathological  perfection,  of  the  minor 
to  the  major  variety.  The  whole  performance  presented  a  per- 
fect Saturnalia  of  emotionalism. 

There  is  in  reality  no  fundamental  difference  between  those 
early  manifestations  as  in  the  "  Dancing  Mania,"  and  the  "  Chil- 
dren's Crusades  of  Mediaeval  Germany,"  those  epidemics  of 
religious  ecstasy  which  swept  over  many  parts  of  Europe,  and  the 
many  similar  latter-day  absurdities  which  are  now  perpetrated 
under  the  names  of  religion  and  freedom.     The  self  hypnosis  of 
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the  "  Whirling  Dervishes  "  differs  only  in  refinement  of  method 
from  that  of  the  modern  cult  who  have  evolved  out  of  their 
mental  gyrations  the  proposition  that  ''  there  is  no  pain."  If  an 
attempt  were  made  to  trace  the  origin  of  this  peculiar  belief,  it 
would  probably  be  found  to  have  originated  in  the  discovery  by 
the  remarkable  woman  whose  mental  condition  is  now  so  care- 
fully concealed,  that  in  common  with  other  hysterics  she  had 
widespread  areas  of  analgesia.  Patrick  and  others  have  shown 
how  these  areas  may  be  changed  by  the  patient's  attention  being 
directed  to  them.  With  these  facts  to  start  with  it  is  easily 
understood  how  the  "  No  pain  "  idea  was  adopted.  The  leaders 
of  all  these  movements  are  always  individuals  of  great  force, 
who  are  completely  dominated  by  an  idea ;  they  range  all  the  way 
from  "  cranks  "  to  paranoiacs. 

To  sum  up,  the  attempt  has  been  made  to  show  a  parallelism 
existing  between  the  mental  states  of  the  organized  crowd,  and 
of  the  hysteric.  Weakness  and  irritability  of  the  highly  organ- 
ized cerebral  neurones  is  an  extremely  common  condition,  not  only 
because  of  organic  defect,  but  because  of  the  exhaustion  of  too 
great  stimulation. 

We  cannot  hope  for  immediate  or  brilliant  results  from  the 
treatment  of  a  condition  that  is  inherent.  But  much  may  be  done 
in  the  way  of  prophylaxis.  Our  remedy  lies  in  the  right  kind  of 
education,  which  should  include  the  body,  the  habits,  the  emotions, 
the  will,  and  the  intellect;  of  these,  I  shall  speak  of  the  one 
which  is  most  neglected  in  our  public  and  private  schools,  viz., 
the  emotions.  The  emotions  are  the  basis  of  our  mentality,  and 
are  ever  present.  They  are  our  very  self.  It  is  the  predominant 
emotions  which  give  to  a  man's  mind  that  peculiar  bent  which  we 
call  his  character.  The  universal  animal  impulses,  those  of  nutri- 
tion, of  sex,  of  protection,  of  revenge,  etc.,  are  the  earliest  forms 
of  emotion.  The  superior  or  human  emotions,  those  connected 
with  religious,  moral,  aesthetic  and  intellectual  instincts  are  of 
later  development,  and  are  modifications  of  the  former.  In  so  far 
as  emotions  become  complex  they  lose  their  characteristic  activity. 
The  chief  aim  of  education  should  be  to  convert  the  lower  emo- 
tions into  the  higher.  If  emotions  are  restrained  in  one  form 
of  expression,  they  flow  out  through  another,  as  the  superabundant 
emotions  of  childhood,  normally  discharged  in  play  and  laughter. 
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manifest  themselves  ifi  sub-conscious  tics  and  other  convulsive 
movements  in  children  subjected  to  long  periods  of  confinement  in 
schools.  Maudsley  says  that  the  root  of  the  moral  sense  must  be 
sought  in  the  instinct  of  propagation.  It  is  a  long  stride  from 
lust  to  patriotism,  but  one  is  but  the  higher  manifestation  of  the 
other. 

In  properly  educated  persons  the  emotions  flow  out  evenly 
through  the  various  channels  of  expression,  guided  and  controlled 
by  the  will,  giving  power  to  the  various  activities  in  proportion 
to  their  needs.  In  the  improperly  educated,  the  emotions,  unham- 
pered by  restraint,  sweep  down  like  a  mountain  torrent,  carrying 
death  and  destruction  in  their  wake.  Besides  preventive  meas- 
ures, something  should  be  done  for  the  attack  and  against  its 
exciting  causes.  The  Salem  treatment  was  drastic  if  not  heroic, 
but  is  not  in  conformity  with  prevailing  notions  of  ethics.  This 
method  might  be  said  to  be  persecution  of  hysterics,  by  hysterics, 
for  hysterics.  But  it  is  certainly  contrary  to  common  sense  and 
a  proper  regard  for  our  fellow  men  to  allow  irresponsible  agita- 
tors to  go  about  the  country  imposing  on  the  credulity  and  the 
frailties  of  humanity.  When  such  a  furore  is  raised  about  pure 
food,  should  the  minds  of  men  be  poisoned  with  impunity?  We 
should  not  permit  a  wrong  to  humanity  to  go  unpunished  simply 
because  the  wrong-doers  are  masquerading  under  the  guise  of 
religion  or  patriotism.  Should  not  a  pestilential  and  highly  con- 
tagious disease,  doing  incalculable  injury,  be  checked  by  strict 
quarantine?  Why  should  not  those  who  would  prescribe  reme- 
dies for  all  the  ills,  real  and  imaginary,  of  the  body  politic  be 
required  to  take  out  a  license  before  beginning  the  practice  of 
their  arts? 

Would  the  establishment  of  censors  in  a  community  with 
power  to  blot  out  the  "  yellow  "  of  the  public  press,  the  platform, 
the  stage,  or  even  in  the  halls  of  Congress,  be  a  greater  or  more 
permanent  wrong  than  to  allow  under  the  fetich  of  personal  and 
religious  liberty  the  spreading  broadcast,  without  let  or  hindrance, 
the  germs  of  moral  contagion? 


THE  TREATMENT  OF  EXCITEMENTS  BY 
PROLONGED  BATHS/ 

By   S.   W.   HAMILTON,   M.  D, 

Assistant  Physician  Manhattan  State  Hospital^  Ward's  Island,  N.  Y. 

Convinced  of  the  efficacy  of  the  prolonged  bath  as  an  allayer 
of  excitement  and  inducer  of  sleep,  I  beg  to  offer  for  the  benefit 
of  those  who  may  not  have  used  this  treatment  extensively  a  few 
observations  based  on  seventy  cases  observed  in  one  ward  of  Man- 
hattan State  Hospital,  New  York,  during  fourteen  months.  I 
have  no  theories  to  propound  and  no  new  views  to  advance,  but 
will  set  forth  our  methods  and  give  a  digest  of  the  duration  of 
immersions  and  the  results. 

We  have  a  large  admission  rate,  no  selection  of  cases,  and  a 
lamentable  overcrowding  in  this  hospital.  We  must  have  effect- 
ive means  to  quiet  our  excited  patients  with  as  little  dis- 
turbance to  other  patients  as  possible.  We  cannot  put  each 
excitable  individual  among  quiet  surroundings  for  some  weeks, 
with  one  or  more  special  attendants,  for  the  supply  of  quiet 
places  would  soon  give  out  and  equally  the  supply  of  special 
attendants.  Hyoscyamin,  morphine,  chloral,  paraldehyde  have 
been  used  extensively  in  the  past  and  undoubtedly  with  good 
results  in  many  cases,  but  the  consensus  of  experience  has  led 
us  to  administer  chemical  restraint  with  more  caution  than  of 
old.  Our  hospital  makes  a  limited  use  of  restraining  sheets 
among  the  male  patients,  none  among  women.  Packs  are  em- 
ployed freely,  but  in  some  cases  are  insufficient,  and  if  too  long 
applied  becoming  irritating  by  reason  of  their  incidental  restraint. 
During  the  administration  of  the  late  Dr.  Emmet  C.  Dent,  the 
prolonged  bath  was  introduced,  the  first  treatment  beginning 
November  2,    1903.     The  original  one  tub  has  now  ten  com- 

^The  writer  is  tinder  obligation  to  his  superintendent,  Dr.  William 
Mabon,  for  illustrations  and  apparatus  shown  with  the  paper,  and  to 
Dr.  William  L.  Russell  for  numerous  very  helpful  suggestions  as  to  the 
treatment  of  the  subject. 
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panions  in  different  parts  of  the  hospital.     So  far  as  I  learn 
every  member  of  the  staff  that  has  used  this  treatment  praises  it. 

In  the  ward  where  these  observations  were  made  two  tubs 
have  been  in  almost  constant  action  for  several  years.  They 
stand  two  feet  apart  in  a  tiled  room,  13  by  10,  with  two  windows, 
just  off  the  dormitory  in  whose  25  beds  lie  some  of  the  most 
troublesome  women  in  the  hospital,  mostly  acute  and  largely 
recoverable  cases,  but  including  some  of  the  chronically  dis- 
turbed. The  room  contains  also  a  bed  always  made  up,  a  chair 
or  low  stool,  a  small  table  holding  a  dish  with  a  cake  of  ice  for 
cooling  the  forehead  compresses,  a  few  towels,  the  nurse's  watch, 
and  perhaps  a  bottle  of  whisky  or  aromatic  spirits  of  ammonia 
for  emergency  use.  This  stimulant  is  a  superfluity;  it  has  been 
used  when  present,  unmissed  when  absent.  In  former  days  it 
was  thought  a  necessity,  but  now  we  do  not  have  it  about  unless 
some  obviously  weak  patient  is  in  the  bath.  The  extreme  length 
of  these  tubs  is  six  feet,  breadth  two  feet,  depth  eighteen  inches. 
The  inside  length  and  breadth  are  three  inches  less,  and  the 
water  is  about  three  inches  below  the  rim.  Both  inflow  and 
outflow  are  at  the  foot,  the  latter  by  siphonage,  and  the  tem- 
perature differs  about  one  degree  at  the  head  and  foot  of  the 
tub.  This  is  inconsequential.  Our  newest  tubs,  designed  by  Dr. 
Dent,  are  more  roomy,  have  inlet  at  head  and  direct  outlets  at 
the  foot  into  pipes  at  different  levels.  By  removing  one  or  more 
plugs  all  excreta  can  be  drained  off,  whereas  in  the  older  tub 
it  is  occasionally  necessary  to  do  some  dipping.  With  our  new 
tubs  Kny-Scheerer's  control  table  obviates  the  necessity  of  turn- 
ing faucets.  In  my  tubs  the  inflow  is  determined  entirely  by 
faucets.     This,  however,  requires  but  little  skill. 

The  water  is  kept  at  a  temperature  of  98  to  100  degrees  F. 
A  bath  thermometer  is  tied  by  tape  to  some  projection  at  the 
foot  of  the  tub  and  allowed  to  float  constantly  in  the  water. 
There  is  then  no  guesswork  as  to  whether  the  water  is  hot, 
warm,  or  cold.  One  patient  talked  of  being  boiled,  and  for  a 
long  time  her  bath  was  kept  at  94  degrees,  whereat  she  ceased 
protesting.  A  cold  compress  is  applied  to  the  forehead,  but  if 
patient  keeps  throwing  it  off  she  evidently  experiences  no  great 
discomfort  from  its  absence  and  it  is  not  insisted  on. 

The  patient  lies  preferably  at  full  length,  but  occasionally  we 


S.    W.    HAMILTON.  283 

let  one  sit  up  in  the  tub  when  the  result  is  visibly  better.  She  is 
on  a  hammock  of  stout  canvas,  which  is  eight  inches  below  the 
rim  of  the  tub,  at  the  level  of  the  shoulders,  and  ten  inches 
at  the  level  of  the  feet.  If  the  patient  is  thickchested  or  obese 
this  hammock  is  lowered  somewhat,  for  we  wish  her  submerged 
to  the  neck.  A  hammock  lasts  three  to  six  months  under  con- 
tinuous use.  When  the  canvas  apparatus  is  out  of  commission 
we  sew  two  sheets  by  their  longer  edges,  lay  one  over  the  tub, 
and  pass  the  other  under.  Their  free  edges  are  overlapped  and 
united  with  safety  pins.  This  works  just  as  well  as  the  more 
elaborate  canvas  affair,  but  of  course  is  less  enduring.  Patient's 
head  lies  on  a  round  rubber  air  cushion,  if  one  is  available;  it 
can  be  dispensed  with.  Across  the  tub  is  stretched  a  sheet  which 
is  tied  at  each  side.  This  extends  from  the  level  of  patient's 
neck  to  her  feet  and  protects  from  exposure.  She  can  easily 
thrust  her  arms  over  it  or  sit  up  without  disturbing  it.  She 
wears  a  chemise  in  the  interest  of  modesty. 

The  patients  most  often  feed  themselves,  either  reclining  or 
sitting  up  in  the  tub.  If  too  excited  to  do  it  properly,  they 
are  spoon-  or  cup-fed  by  the  nurse.  Those  rare  cases  requiring 
tube-feeding  are,  I  think,  better  removed  from  the  tub  during 
the  process.  While  the  tubs  are  cleaning  in  the  morning  the 
patients  are  taken  to  the  toilet  and  encouraged  to  empty  the 
bowel.  When  they  do  this  in  the  tub,  the  fecal  matter  floats 
promptly  to  the  outlet,  and  unless  it  be  very  foul,  requires  no 
.interruption  of  bathing.  If  it  soil  the  hammock,  patient  is 
removed  for  ten  or  fifteen  minutes  and  the  hammock  scrubbed. 

It  was  formerly  our  practice  to  anoint  the  body  daily  with  olive 
oil  or  cocoa  butter.  This  has  not  been  done  for  some  time  in 
the  ward  in  question,  and  I  see  no  difference  in  results.  A  few 
days  after  removal  from  the  tub  some  epidermis  of  the  palms 
and  soles  will  desquamate.  If  it  cause  any  cracking,  as  hap- 
pened on  one  thick  skinned  patient,  a  couple  of  applications  of 
glycerine  rectifies  the  abnormality. 

Every  member  of  the  senior  class  of  the  training  school  has 
a  month's  service  on  the  tubs.  Any  ordinarily  intelligent  nurse 
can  be  trained  to  do  the  work.  She  has  to  watch  the  temperature 
of  the  water,  attend  to  ventilation,  keep  the  patients  in  the  tub, 
encourage  them  to  get  quiet,  feed  them  by  spoon,  if,  as  is  often 
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the  case,  they  cannot  be  trusted  to  feed  themselves,  take  tem- 
perature, pulse,  and  respiration  twice  a  day,  or  as  often  as  or- 
dered, and  in  general  observe  the  patients'  behavior  and  look 
after  their  needs.  She  sees  that  the  tubs  are  scrubbed  every 
morning  and  the  canvas  hammocks  twice  a  week,  and  occasionally 
sun  bleached.  The  attendant's  hours  may  be  twelve  or  thirteen 
if  necessary,  but  since  the  work  is  confining  and  involves  con- 
siderable bending  over,  we  have  now  three  eight-hour  shifts. 
Attendant  wears  a  short  skirt  and  sailor  blouse  with  short 
sleeves. 

The  principles  governing  the  selection  of  cases  are  simple. 
Patients  are  placed  in  the  bath  when  restless,  noisy  or  sleepless, 
and  removed  when  the  symptom  is  abated  or  the  tub  is  needed  for 
a  worse  disturbed  case.  I  know  no  positive  contraindication. 
The  bugbear  often  paraded  is  heart  failure  with  collapse.  I 
have  seen  this  in  four  or  five  instances.  The  patient's  appear- 
ance was  not  alarming,  she  recovered  promptly,  and  further 
im'mersions  were  not  attended  by  ill  effect.  Mention  might  be 
made  of  F.  K.,  who  came  to  us  when  28  years  old.  She  had 
tactile  hallucinations,  was  confused,  depressed,  very  apprehen- 
sive, and  restless.  In  spite  of  an  exacerbation  of  nephritis  she 
persistently  got  out  of  bed  and  stood  about  the  dormitory  wail- 
mg.  She  was  cadaverous  and  her  feet  were  swollen,  blue,  and 
cold.  She  resisted  the  nurse's  attentions  and  stirred  up  the  ward 
with  her  plaints.  She  collapsed  in  the  tub  after  three  days 
bathing,  but  later  received  the  bath  for  two  periods  of  seven 
days  and  one  of  two.     She  recovered  mentally  and  physically. 

Seventy  patients  have  been  bathed,  in  all  194  times.  Thirty-two 
were  bathed  but  once,  three  ten  times  each.  Duration  has  varied 
from  a  few  hours  to  83  days.  The  largest  number — 33 — reacted 
in  three  days.  The  next  group  includes  the  one,  two,  four,  and 
five  day  immersions,  with  18,  22,  19,  and  20  patients,  respectively. 
Thirteen  required  six  days,  eleven  seven  days,  fourteen  eight 
days,  eight  nine  and  ten  days  each.  It  is  interesting  to  note  that 
there  are  recorded  five  eighteen-day  and  four  twenty-day  baths. 
The  first  immersion  varied  from  i  to  22  days,  being  oftenest 
3,  4,  or  8. 

There  has  been  great  irregularity  in  the  length  of  different 
immersions    of    the    same    patient.      Secondary    immersions    are 
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sometimes  longer,  sometimes  shorter.  We  must  conclude  that 
on  the  length  of  previous  immersions  cannot  be  based  on  a  predic- 
diction  as  to  how  long  the  others  must  be.  Each  excitement 
must  be  treated  on  its  own  merits,  or  demerits.  My  patient  who 
was  bathed  ii  weeks  and  6  days  had  previously  been  in  the  tub 
for  periods  of  3,  5,  and  5  days. 

This  case  is  of  considerable  interest.  An  Italian  woman  of 
2^  was  more  nervous  than  usual  and  talked  much  in  a  rambling 
fashion  of  her  household  affairs,  for  three  months.  Then  she 
became  dazed,  restless,  self  reproachful.  She  spoke  of  being 
accused  of  infidelity,  and  threatened  by  a  boarder.  For  a  time 
after  admission  she  had  to  be  dressed  and  fed,  then  grew  more 
active  and  tried  persistently  to  escape  through  doors  and  win- 
dows. This  was  with  a  vigorous  persistence,  but  done  slowly 
and  in  a  way,  blindly.  Her  only  explanation  was  in  the  words, 
"'  I  want  to  get  out !     I  want  to  get  home !"    Sleep  was  deficient. 

The  prolonged  bath  was  resorted  to  three  months  after  ad- 
mission. The  shorter  periods  brought  sleep,  but  not  quiet,  and 
it  was  decided  to  leave  her  in  till  there  should  be  some  farther 
reaching  effect.  Eleven  weeks  and  six  days  later  an  accident  to 
our  water  main  ended  all  tub  bathing  for  some  time.  I  thought 
nothing  had  been  accomplished  with  this  patient,  but  was  agree- 
ably surprised.  Though  intractable  and  moaning  noisily  for 
24  hours,  she  was  quieted  by  a  single  pack,  and  thereafter  con- 
tinued manageable  in  spite  of  restlessness. 

Fever  is  not  a  contra-indication  to  bathing.  I  have  had  cases 
of  nephritis,  as  well  as  the  ordinary  fevers  due  apparently  to 
excitement  and  alimentary  disturbance,  in  the  tub  with  no  ill 
effect.  Other  men  have  carried  pneumonias  to  a  favorable  issue 
in  the  tub.  A  patient  exhausted  by  physical  disease  of  course 
becomes  less  vigorously  resistive  and  therefore  comes  soon  not 
to  need  the  bath.  But  while  she  remains  strong  and  vehement 
she  may  be  kept  bathing  without  increasing  her  danger.  Bathing 
might  be  considered  dangerous  when  a  patient  is  liable  to  col- 
lapse wherever  she  be;  but  it  must  be  remembered  that  if  her 
restlessness  is  wearing  her  out  the  tub  is  safer  than  the  bed. 

A  patient  that  persistently  and  strongly  tries  to  leave  the  tub 
is  wrapped  tightly  in  a  couple  of  sheets  secured  by  safety  pins, 
for  a  few  hours.    Mere  thrashing  about  in  the  tub  should  be  dealt 


286  TREATMENT   OF   EXCITEMENTS. 

with  by  the  nurse.  When  patients  are  thus  wrapped  we  are  care- 
ful to  have  all  the  trunk  submerged.  Drafts  are  not  allowed 
over  the  head. 

At  first  I  looked  askance  at  this  form  of  treatment.  There  was 
something  repellant  about  putting  human  beings  into  warm  water 
and  letting  them  soak.  Before  long  I  became  an  enthusiastic 
convert.  The  quieting  effect  is  often  remarkable,  and  in  but  two 
of  my  cases  was  it  disappointingly  slight.  All  sorts  of  excited 
patients,  many  of  them  acquiring  a  congeries  of  brilliant  hued 
bruises  from  their  thrashings  about  and  the  necessary  efforts 
of  the  nurses  to  restrain  them,  have  been  brought  into  reason- 
able subjection  by  the  use  of  this  exceedingly  simple  treatment. 
It  seems  truly  marvelous.  One  woman  had  been  given  immense 
doses  of  hyoscyamine  and  was  still  in  a  frenzy  of  shrieking 
terror.  After  three  days  in  the  tub  she  was  quiet,  behaved  well, 
and  was  soon  up  and  put  to  work.  A  hysteric  who  had  been 
noisy  day  and  night  till  her  ward  was  distracted  was  subdued 
within  a  few  hours  to  mumbling  and  took  food  without  the  use 
of  a  tube  for  the  first  time  in  some  days.  The  effects,  I  repeat, 
are  marvelous. 

As  before  stated  any  excited  patient  is  considered  eligible  for 
this  treatment.     Let  me  instance  five  briefly : 

B.  P.,  aged  20,  after  the  death  of  her  last  surviving  child,  and 
while  again  pregnant,  was  troubled  by  dizzy  spells  and  once  lost 
lier  way  completely.  She  developed  fears  based  on  dreams  and 
on  the  memories  of  unpleasant  experiences,  and  entered  a  de- 
lirium without  demonstrable  hallucinations,  for  which  she  now 
has  no  memory.  Five  weeks  after  admission  she  was  sent  to 
this  ward  for  the  prolonged  bath  because  she  had  frequent  spells 
of  tremendous  excitement  with  intense  suspicion  and  fear.  She 
would  constantly  try  to  wander  about,  repeating  noisily  such 
sentences  as  "  No,  I  don't  want  to  go  down  there,"  or  "  I  didn't 
say  nothing,"  and  slept  very  poorly.  Hypodermics  and  packs 
quieted  her  for  the  time  being,  but  did  not  give  sleep.  At  this 
time  she  was  about  five  months  pregnant,  but  so  apprehensive 
that  satisfactory  examination  was  impossible. 

During  the  next  three  months  she  was  in  the  tub  ten  times  for 
periods  ranging  from  one  to  nine  days.  On  two  nights  in  the 
early  part  of  this  period  and  once  near  the  end,  when  not  in 
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the  bath,  she  had  morphine  hypodermically.  Owing  to  her 
wretched  physical  condition  she  was  given  whisky,  three  drachms 
every  three  hours  for  some  days.  In  each  instance  but  one  she 
was  given  the  bath  because  more  disturbed  and  removed  because 
less  so.  In  that  one  instance  she  had  fever  of  over  103  degrees, 
and  being  removed  for  treatment  proved  manageable  in  bed 
three  days.  She  grew  quieter,  was  delivered  at  term,  and  has 
apparently  recovered. 

M.  K.  has  been  for  fourteen  months  up  to  the  present  time 
in  an  intense  katatonic  excitement.  For  a  year  she  was  in  my 
ward.  She  was  noisy,  restless,  often  sleepless.  Sitting  up  in  bed 
and  diligently  rubbing  her  scalp  bald  in  spots,  she  would  chatter 
loudly  and  utter  piercing  cries  for  food  and  the  police,  meanwhile 
grinning  vapidly.  She  was  in  the  bath  ten  times  from  one  to  six 
days.  From  the  brevity  of  the  immersions  you  see  that  she 
reacted  rapidly. 

G.  W.  was  a  paretic  of  32  years  when  admitted  the  second 
time  in  December,  1904.  In  January,  1905,  she  was  constantly 
attempting  to  harm  herself,  beating  her  face  with  her  hands 
and  banging  her  head  against  the  wall  and  bedstead.  Several 
times  she  tried  to  bite  her  tongue  off.  She  had  numerous  con- 
tusions and  frequently  acquired  new  ones.  She  considered  her- 
self too  vile  to  live,  and  was  anxious  to  end  her  life.  In  February 
she  was  put  in  the  continuous  bath.  Her  contusions  cleared  up 
rapidly.  Her  mental  condition  improved  slowly,  and  she  ceased 
attempting  to  injure  herself.  The  first  day  out  of  the  tub  she 
left  her  bed,  hurried  into  the  tub  room  and  tried  to  get  into  the 
water  on  top  of  her  supplanter.  Bathing  was  repeated  from 
one  to  five  days  at  a  time  till  June  19th.  During  the  last  two 
years  while  often  noisy  and  troublesome  she  has  not  been  un- 
manageable as  before  the  bathing. 

E.  H.  developed  a  psychosis  at  22,  after  family  trouble,  and 
operation  on  the  internal  genitals.  She  deteriorated  mentally, 
though  for  many  months  in  excellent  physical  condition.  A  year 
and  a  half  after  admission  it  was  noted  that  she  was  frequently 
assaultive,  restless  and  destructive.  Being  in  a  ward  unsupplied 
at  that  time  with  bath  apparatus,  she  was  treated  with  packs  and 
drug  sedatives  with  but  temporary  effect.  Her  utterances  were, 
incoherent,  her  acts  impulsive,  and  she  fell  off  in  weight  though 
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apparently  not  in  strength.  She  would  yell  at  the  top  of  her 
voice  and  assault  nurses  and  patients  viciously. 

She  was  treated  thus  for  four  months,  then  sent  to  another 
ward  for  trial  of  the  prolonged  bath.  This  was  administered 
for  two  periods,  17  and  34  days.  From  the  length  of  these 
immersions  the  tardiness  of  reaction  may  be  inferred,  but  the 
desired  effect  was  obtained  and  has  lasted  some  weeks  already. 

J.  F.  at  the  age  of  25  was  operated  on  for  pancreatic  cyst,  and 
the  wound  became  infected.  In  a  few  days  she  developed  a  noisy 
maniacal  excitement.  She  wet  and  soiled  the  bed,  slept  very 
irregularly,  disturbed  all  the  other  patients  with  her  loud  cop- 
rolalia. Three  weeks  later  she  was  placed  in  the  continuous 
bath  for  four  days.  The  wound  was  dressed  in  the  tub,  some  of 
the  water  being  let  out  during  the  process.  Pus  flowed  freely, 
but  gauze  pads  absorbed  all  that  was  discharged  between  dress- 
ings. This  state  of  affairs  made  no  difference  with  the  bathing, 
and  the  result  was  favorable,  in  that  she  became  quieter  and 
slept  better. 

In  conclusion  then  let  me  urge  a  more  widespread  use  of  the 
prolonged  bath,  not  only  in  hospitals  for  the  insane,  but  in  gen- 
eral hospitals  and  homes  where  the  excited  insane  are  some- 
times carl;d  for.  If  in  such  places  less  reliance  were  placed  on 
straitjackets  and  drugs  and  the  prolonged  bath  was  substituted, 
better  results  would  be  obtained.  Let  me  emphasize  the  fact 
that  elaborate  apparatus  is  not  necessary.  Portable  tubs,  tubs 
in  which  the  patient's  knees  must  be  crooked,  have  been  used 
in  our  hospital  when  equipment  was  less  adequate  and  with  good 
results.  A  little  ingenuity  in  the  use  of  means  at  hand  will  solve 
mechanical  problems.  Then  our  only  need  is  a  nurse  familiar 
with  the  tub,  and  such  can  be  easily  got  in  the  neighborhood  of 
any  hospital  that  uses  the  prolonged  bath.  The  widespread 
treatment  of  the  insane  can  thus  be  made  less  of  a  terror  by  means 
of  this  simple  but  admirably  effective  procedure. 


THE  CARE  OF  IMBECILES  IN  HOSPITALS  FOR  THE 
INSANE    AND    ELSEWHERE. 

By  J.  M.  KENISTON,  M.  D.,   Middletown,   Conn., 
Assistant  Physician,  Connecticut  Hospital  for  Insane. 

Fifty  years  ago  very  few,  if  any,  imbeciles  or  idiots  were  com- 
mitted to  hospitals  for  the  insane.  Since  then,  as  the  idea  of 
what  constitutes  a  psychosis  has  expanded,  and  now  includes 
both  imbecility  and  idiocy,  a  gradually  increasing  number  of  both 
classes,  but  more  especially  the  former,  have  been  committed  to 
hospitals.  The  same  rule  applies  to  alcoholics  and  simple  dotards, 
and  thus  a  steadily  increasing  financial  burden  has  been  imposed 
on  towns  and  states. 

In  the  report  of  the  Connecticut  Hospital  for  the  Insane,  Sep- 
tember 30,  1906,  the  trustees  remark  as  follows :  "  There  are 
three  classes  of  patients  committed  to  hospitals  for  the  insane  who 
undoubtedly  require  custodial  care,  but  not  necessarily  hospital 
care;  still,  as  they  are  legally  committed,  the  hospital  authorities 
are  obliged  to  receive  them,  and  the  state  is  called  upon  to  provide 
room  and  to  contribute  to  their  support.  The  third  class  is  the 
idiotic,^  who  are  also  classed  as  the  insane.  It  is  for  the  state  to 
decide  if  it  will  continue  to  provide  for  these  unfortunate  people 
in  institutions  of  this  kind,  or  whether  it  will  appropriate  the 
room  occupied  by  them  to  patients  who  are  insane  in  the  true 
sense  of  the  word,  and  whose  cure  is  retarded  and  in  many 
instances  rendered  impossible  owing  to  the  delay  in  receiving 
them  for  lack  of  room  in  our  over-crowded  hospitals  for  the 
insafte." "  • 

As  similar  statements  have  been  made  by  many  hospital  offi- 
cials, it  seems  desirable  to  study  the  question  somewhat  carefully 
and  collect  all  possible  data  and  evidence  bearing  on  the  subject. 

^  Many  writers  consider  imbecility  and  idiocy  as  differing  only  in 
degree ;  some  comprise  both  under  the  general  term  of  idiocy. 

'  In  1896  it  was  enacted  by  the  legislature  of  New  York  that  "  No  idiot 
shall  be  received  by  or  committed  to  any  State  Hospital  for  the  Insane." 

19 
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With  that  aim  I  have  gathered  statistics  from  the  "  Special 
Report  on  the  Insane  and  Feeble-Minded  in  Hospitals  and  Insti- 
tutions for  1904,"  issued  by  the  Bureau  of  the  Census,  as  well 
as  from  fifty  of  the  larger  hospitals  for  the  insane  in  various 
sections  of  the  United  States  and  Great  Britain.  I  have  also 
analyzed  the  histories  of  212  out  of  the  360  imbeciles  committed 
to  this  hospital/  from  the  beginning  to  September  30,  1906, 
nearly  one-third  of  these  having  been  more  or  less  under  my  per- 
sonal care. 

A  brief  description  of  imbecility  may  shed  some  light  on  the 
cause  of  the  admission  of  imbeciles  in  increasing  numbers  to 
hospitals  for  the  insane.  There  is  a  marked  discrepancy  in  the 
literature  of  the  subject  as  to  the  definition  of  imbecility.  Some 
writers  use  the  terms  imbecility  and  idiocy  as  synonymous ;  others 
make  a  distinction  in  degree,  the  lighter  grades  of  defective 
mental  development  being  designated  as  imbelicity,  and  the  severer 
as  idiocy.  Still  others  try  to  establish  various  "  grades  "  from 
simple  feeble-mindedness,  to  imbecility,  and  thence  downward 
to  idiocy.  A  discussion  of  these  variances  is  out  of  place  in  this 
paper.  The  writer  considers  Diefendorf 's  ^  view  sufficiently  clear 
and  decisive  for  practical  and  clinical  purposes.  He  con- 
siders that  the  basis  of  imbecility  rests  upon  an  "  incom- 
plete or  early  interupted  development  of  mental  life.  In  distinc- 
tion from  the  process  of  me\ntal  deterioration  these  states  may  be 
regarded  as  conditions  of  retarded  mental  development."  "  A 
defective  mental  endowment  is  almost  always  present "  and  "  the 
pathological  basis  is  the  incomplete  development  of  the  cerebral 
cortex.  This  is  often  due  to  some  disease  occurring  during  foetal 
or  infantile  life  which  has  an  injurious  influence  upon  the  develop- 
ing nervous  elements." 

Imbecility,  therefore,  is  not  a  deterioration  process  such  as  we 
see  in  dementia  prsecox  or  dementia  paralytica.  The  dement  starts 
out  all  right,  but  loses  much  if  not  eventually  all  of  an  acquired 
mental  equipment,  which  often  might  have  been  very  extensive ; 
while  the  imbecile  is  handicapped  from  his  birth,  acquires  but  very 

^  Connecticut  Hospital   for  the  Insane,  by  permission  of  Dr.  Henry   S. 
Noble,   superintendent. 
^  Clinical  Psychiatry,  A.  R.  Diefendorf. 
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little  knowledge,  as  a  rule,  but  rarely,  if  ever,  loses  that  little,  at 
least  prior  to  the  period  of  involution.  The  dement,  even  in  his 
lowest  degradation,  may  display  in  manners  or  expression  some 
trace  of  his  former  state,  while  the  imbecile  from  birth  to  death 
exhibits  to  the  skillful  and  experienced  observer  the  signs  of 
defective  development.  Imbeciles  not  only  show  stigmata — as 
asymmetry  and  malformation  of  skull  and  body,  deformed  palate, 
misshapen  ears,  etc. — but  are  often  dwarfed  in  height,  rarely 
attaining  the  average,  and  still  more  rarely  exceeding  it. 

Imbeciles  display  lack  of  development  throughout  the  entire 
mental  sphere,  including  morals,  but  this  is  not  uniform  in  all 
individuals,  the  capacity  for  acquisition  varying  within  certain 
degrees.  In  the  previous  and  following  remarks  I  refer,  of 
course,  to  congenital  imbeciles,  who  constitute  eighty-five  per  cent 
of  all  cases.  Percepts  require  stronger  and  more  frequent  stimuli 
and  even  then  are  often  incorrect.  Illusions  are  common  but 
hallucinations  are  very  rare  except  in  psychoses  developing  later 
in  life  on  an  imbecile  basis. 

Consciousness  is  clear  and  orientation  normal  in  all  who  have 
received  some  training.  Memory  is  seldom  accurate,  impressible, 
or  retentive,  and  attention  is  fixed  with  difficulty,  easily  distracted, 
and  readily  fatigued.  Children  are  backward  in  their  studies,  and 
unable  to  keep  pace  with  their  fellows.  They  find  difficulty  in 
learning  to  read,  write,  and  reckon,  or  to  acquire  any  trade  save 
the  most  simple.  The  train  of  thought  shows  marked  poverty 
of  ideas  and  the  mental  horizon  is  narrow.  In  conversation  and 
writing  the  Ego  is  always  prominent.  While  delusions  are  infre- 
quent, judgment  is  defective  and  unreliable,  and  is  not  often  the 
outcome  of  past  experiences.  All  imbeciles  find  it  difficult  and 
often  impossible  to  correlate  new  with  old  percepts  and  concepts, 
and  hence  new  and  strange  crises  find  them  unprepared  to  mark 
out  their  course.  The  emotions  are  not  well  ordered  or  con- 
trolled, but  sway  to  every  passing  breeze.  To-day  one  is  a  beauti- 
ful and  beloved  friend;  to-morrow  a  hateful  scoundrel.  The 
transitions  from  hope  to  fear,  anger  to  love,  smiles  to  tears,  are 
sudden  and  often  without  apparent  external  stimuli.  Natural 
affection  is  not  keen.  One  of  my  patients,  on  returning  from 
the  funeral  of  his  mother  said  "  I  have  had  a  fine  time."     The 
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changing  emotions  are  determined  by  failure  or  inability  to  react 
normally  to  external  stimuli. 

Where  all  the  other  faculties  are  so  undeveloped  or  defective 
it  is  natural  that  volitional  impulses  should  be  readily  released, 
since  they  dominate  or  evade  the  action  of  judgment.  This  not 
only  affects  the  intellectual  but  the  moral  sphere  as  well.  Imbe- 
ciles are  unmoral  and  not  immoral.  They  are  quiet,  gentle,  and 
orderly,  as  a  rule,  because  they  are  unable  to  apprehend  clearly 
any  but  the  simplest  relations  of  things,  or  to  initiate  much.  On 
the  other  hand  they  are  unable  to  control  their  appetites  and 
passions.  Most  of  their  criminal  acts  are  due  to  sudden  impulses 
— they  are  not  cooly  and  deliberately  planned. 

While  the  above  represents  fairly  the  average  mental  status  of 
imbeciles,  it  must  be  remembered  that  there  are  all  forms  of 
gradations,  and  while  no  imbeciles  ever  attain  the  average  all- 
round  mental  development  of  the  normal  individual,  there  are  a 
few  who  exhibit  exceptional  ability  in  certain  spheres,  especially 
in  memories,  as  for  example,  of  figures,  dates,  poetry,  music,  etc. 

At  the  Connecticut  Hospital  for  the  Insane  there  were  admitted 
from  the  beginning  (1867-8)  to  1898,  when  Kraepelin's  classifica- 
tion was  adopted,  197  imbeciles,  or  2.33  per  cent  of  the  total 
admissions.  From  1898  to  September  30,  1906,  there  were  admit- 
ted 163  imbeciles,  or  4.66  per  cent.  The  percentage  from  1867  to 
1906^  inclusive,  was  3.01  per  cent.  In  the  last  fiscal  year  the  per- 
centage was  5.32  per  cent.  We  thus  see  that  during  the  past 
eight  years  there  has  been  both  a  relative  and  an  actual  increase 
in  the  number  of  imbeciles  committed  to  this  hospital. 

The  annual  reports  of  fifty  hospitals  for  the  insane  in  the 
United  States  give  a  percentage  of  3.19  per  cent  of  imbeciles, 
while  statistics  extending  back  from  ten  to  twenty  years  show 
a  percentage  of  2.06  per  cent.  The  reports  of  four  large  English 
and  Scotch  hospitals  for  1902  show  a  percentage  of  3.06  percent 
of  imbeciles  to  admissions.  As  many  imbeciles  remain  at  the  end 
of  the  year,  it  is  evident  that  on  any  given  date  the  number 
present  must  be  considerably  larger  than  the  admissions,  and  if 
time  permitted  a  complete  census  we  should  probably  find  that 
to-day  at  least  six  to  seven  per  cent  of  inmates  of  hospitals  for 
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the  insane  were  imbeciles."  As  imbeciles  never  recover,  their 
residence  in  hospitals  is  for  life,  with  but  few  exceptions. 

In  the  42  Institutions  for  Feeble-Minded  in  the  United  States 
53.24  per  cent  were  males,  and  46.76  per  cent  were  females.  All 
hospitals  show  a  larger  percentage  of  males  than  females.  Of 
the  212  imbeciles  I  have  studied  64.70  per  cent  were  males  and 
35.30  per  cent  were  females. 

In  my  cases  one  hundred  imbeciles  or  47.17  per  cent  presented 
absolute  proof  of  hereditary  taint,  viz. :  paternal  side  only,  45 ; 
maternal  side  only,  24;  both  paternal  and  maternal  sides,  31. 
In  20  cases  no  hereditary  taint,  either  direct  or  collateral  was 
found ;  while  in  the  remaining  cases  no  satisfactory  family  history 
could  be  obtained.  "  Hereditary  predisposition  has  been  noted  in 
from  20  to  50  per  cent  of  all  idiots  and  imbeciles." 

The  age  at  which  imbeciles  were  committed  to  this  hospital  is 
of  interest.  Eight,  or  3.77  per  cent  were  under  15,  the  youngest 
being  7,  and  the  next  9  years  of  age;  eighty-three,  or  34.10  per 
cent  between  16  and  25;  fifty-seven,  or  26.88  per  cent  between 
26  and  35;  thirty-seven,  or  17.45  per  cent  between  36  and  50; 
and  twenty-seven,  or  12.73  per  cent  were  over  50.  This  shows 
that  the  largest  number  of  imbeciles  were  committed  as  insane 
between  the  ages  of  15  and  50 — between  the  periods  of  puberty 
and  involution.  The  oldest  was  75  years  of  age.  Eight  had 
spent  one  or  more  years  at  Lakeview ;  four  came  from  the  Reform 
School ;  four  from  the  Industrial  School ;  and  three  had  been  in 
jail  or  prison.  Among  the  crimes  committed  were  assaults  6, 
sexual  assaults  7,  arson  4,  homicidal  assaults  3,  cruelty  to  children 
or  cattle  3,  threatening  life  and  property  5. 

Three  sisters  from  one  family  and  two  from  another,  were 
among  my  cases.  Several  had  been  married  and  borne  children. 
Only  three  were  colored,  or  1.41  per  cent.  This  corresponds 
very  closely  to  the  number  given  by  the  census  of  1904,  which 
shows  that  of  the  15,511  admitted  to  the  institutions  in  this 
country,  only  193  or  1.24  per  cent  were  colored.  "  The  institu- 
tions in  the  South  Atlantic  and  South  Central  States  do  not  receive 

^  The  number  of  male  idiots  is  everywhere  greater  than  that  of  females 
in  the  proportion  of  two  to  one.  W.  W.  Ireland,  Mental  Affections  of 
Children. 

"Ireland,  op.  cit. 
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colored  persons.  On  December  31,  1903,  about  2,500  colored 
feeble-minded  were  reported  as  inmates  of  almshouses,  most  of 
whom  were  accredited  to  the  above-mentioned  divisions.^ 

Only  three  of  my  cases  were  capable  of  self-support,  while 
about  forty  more  were  able  to  partially  support  themselves  in 
simple  forms  of  household  work,  farm  labor,  etc.  About  thirty- 
nine  earned  small  sums  from  time  to  time  by  odd  jobs. 

The  assigned  causes  in  the  cases  of  acquired  imbecility  were 
as  follows  :  Head  injury,  8 ;  scarlet  fever,  5  ;  diphtheria,  2 ;  alco- 
holic excesses,  2 ;  epilepsy,  2 ;  hemiplegia,  sunstroke,  and  pneu- 
monia, I  each ;  undetermined,  9.  Not  only  do  epileptics  in  some 
cases  present  a  clinical  picture  closely  resembling  that  of  imbeciles, 
but  it  is  equally  true  that  a  certain  number  of  imbeciles,  variously 
estimated  at  ten  to  fifteen  per  cent,  develop  epilepsy  at  some 
period. 

It  must  be  evident  then,  if  evidence  were  needed,  that  we  cannot 
expect  imbeciles,  except  in  rare  instances,  and  then  for  a  few 
years  only,  to  be  self-supporting.  If  properly  trained  a  fairly 
large  number  can  contribute  partially  to  their  maintenance.  Ac- 
cording to  all  available  data  most  imbeciles  belong  to  the  poorer 
classes,  or  at  least  to  families  with  moderate  incomes.  Hence 
they  must  be  a  burden  either  on  the  family,  town,  or  state. 

CONCLUSIONS. 

In  the  United  States  there  is  a  large  number  of  imbeciles — by 
estimation  150,000,  or  one  to  every  530  of  the  population.  This 
almost  if  not  quite  equals  the  number  of  insane.  According  to 
English  and  European  authorities  about  the  same  ratio  prevails 
in  Great  Britain  and  Europe.  In  the  United  States  on  January 
I,  1905,  there  were  15,511  imbeciles  in  institutions,  and  in  fifty 
insane  asylurns  about  1500.  This  leaves  132,000  without  any 
regular  treatment.  Undoubtedly  many  are  in  prisons,  jails, 
reformatory  institutions,  and  almshouses,  but  exact  figures  are 
not  available.  It  is  fair  to  infer  that  about  100,000  imbeciles  are 
kept  at  home,  many  of  whom  are  not  under  adequate  constraint 
or  discipline. 

In  1890  the  Bureau  of  the  Census  made  an  effort  to  ascertain 

'Op.    dt. 
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the  entire  number  of  imbeciles  by  inviting  the  co-operation  of  all 
physicians.  This  was  not  feasible  in  the  censuses  of  1900  and 
1904. 

At  the  present  time  the  states  have  made  or  are  making  pro- 
vision for  the  care  of  all  the  insane,  who  now  number  one  to  every 
500  of  the  population,  and  probably  more  than  this.  They  not 
only  provide  jails  and  prisons  for  all  criminals,  but  many  states 
are  establishing  reformatories  which  may  regenerate  criminals, 
converting  some  at  least  into  upright  and  self-supporting  indivi- 
duals. The  blind  and  deaf-mutes  receive  generous  and  skillful 
care ;  epileptics  are  being  gathered  into  colonies ;  homes  are  being 
provided  for  the  aged ;  sanitaria  for  the  victims  of  tuberculosis ; 
and  so  on.  There  remains  one  class  of  defectives — imbeciles 
and  idiots — for  whose  care  no  adequate  provision  is  yet  made. 
On  January  i,  1905,  there  were  only  28  public  and  14  private 
institutions  for  this  class,  in  25  states,  while  24  states  and  terri- 
tories had  none,  viz. :  Maine,  Vermont,  Rhode  Island,  Delaware, 
District  of  Columbia,  North  and  South  Carolina,  Georgia,  Florida, 
Tennessee,  Alabama,  Mississippi,  Louisiana,  Texas,  Indian  Ter- 
ritory, Oklahoma,  Arkansas,  Montana,  Wyoming,  New  Mexico, 
Arizona,  Nevada,  Idaho,  and  Oregon.*  The  accommodations  now 
existing  are  inadequate  and  provision  should  be  made  eventually, 
and  the  sooner  the  better,  for  all  defectives.  In  my  opinion,  very 
few,  if  any,  imbeciles  should  be  committed  to  hospitals  for  the 
insane,  unless  some  other  psychosis  has  developed  later  in  life. 
These  cases  are  few  in  number  and  the  great  majority  have  been 
committed  on  account  of  some  misconduct — some  assault,  violence, 
or  cruelty — or  in  many  cases  to  escape  the  care  of  a  burdensome 
and  undesirable  non-producer.  Most  imbeciles  are  usually  gentle, 
inoffensive,  and  neat,  and  require  only  custodial  treatment.  A 
small  number  have  occasional  brief  periods  of  excitement,  during 
which  they  are  noisy,  destructive,  untidy,  and  occasionally  pug- 
nacious or  violent.  A  very  few  are  more  or  less  troublesome  all 
the  time. 

"  In  lunatic  asylums  idiots  "  and  imbeciles  "  are  shut  up  in  the 
same  wards  with  the  insane,  people  subject  to  furious  fits  of  pas- 

®  U.    S.    Census   Report    1904.     Institutions   have   since   been   established 
in  Maine  and  Vermont,  and  are  being  planned  in  other  States. 
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sion  and  dangerous  delusions,  and  whose  conversation  and  ex- 
ample,  are  often  very  suggestive  of  evil.  From  their  imitative 
tendencies  they  soon  learn  all  the  indecencies  brought  before  their 
eyes.  They  pick  up  oaths  and  imitate  the  wild  manners  of  the  in- 
sane." ®  I  am  convinced,  as  the  result  of  many  years'  experience 
and  study,  that  it  would  be  wise  to  make  separate  provision  for  the 
feeble-minded  of  all  grades,  whether  simply  weak,  imbeciles,  or 
idiots,  even  including  those  now  committed  to  our  asylums.  In  a 
place  somewhat  similar  to  colonies  for  epileptics  it  would  be  easy 
to  classify  the  inmates  according  to  degree  of  mental  deficiency, 
and  to  isolate  those  whose  conduct  was  at  any  time  unseemly  or 
violent,  while  such  conduct  persisted.  Here  also  separate  build- 
ings, properly  equipped,  could  be  erected  for  the  comparatively 
small  number  who  developed  psychoses  on  an  imbecilic  basis, 
and  also  for  the  few  who  manifest  homicidal  or  cruel  tendencies. 
I  would  except  only  those  imbeciles  who  have  become  criminals, 
and  these  could,  as  now,  be  sent  to  prisons,  or  rather  to 
reformatories. 

Wherever  placed  all  imbeciles  ought  to  receive  careful  training 
which  should  be  largely  moral,  but  should  include  also  mental 
and  manual  instruction.  They  should  be  employed  out  of  doors 
as  much  as  possible;  and  should  have  suitable  diversions,  with 
frequent  periods  of  rest.  I  would  not  limit  educational  efforts 
to  those  under  twenty-one,  but  would  have  even  the  oldest  imbe- 
ciles receive  sufficient  instruction  and  practice  to  enable  him  to 
retain  what  mental  equipment  he  already  has.  Elaborate,  ornate, 
and  expensive  buildings  would  not  be  necessary,  but  there  should 
be  plenty  of  land,  and  the  cost  of  maintenance  need  not  be 
prohibitive. 

I  further  believe  that  all  imbeciles  and  idiots  should  be  registered 
and  under  state  control.  This  registration  need  not  be  attended 
by  undue  publicity,  and  would  be  valuable  in  enabling  the  authori- 
ties to  know  the  extent  of  this  incubus,  and  to  adopt  legal  meas- 
ures to  prevent  marriages  of  imbeciles  and  even  the  procreation 
of  illegitimate  as  well  as  legitimate  children.  I  do  not  think 
we  are  yet  prepared  to  go  as  far  as  many  eminent  and  upright 
physicians,  philanthropists,  and  legislators,    who    advocate    the 

'  Ireland,  op.  cit. 
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sterilization  o£  insane  and  imbecile  persons  to  p'revent  reproduc- 
tion. "  In  Wisconsin,  on  February  8,  an  Assemblyman  offered 
a  bill  for  the  appointment  of  an  examining  board  of  three  mem- 
bers— a  physician,  a  lawyer,  and  a  neurologist — to  pass  on  imbe- 
ciles and  hopelessly  insane  persons,  and,  if  there  is  no  hope  for 
improvement,  to  perform  operations.  A  companion  bill  forbids 
the  marriage  of  idiots  and  insane  persons.  The  sterilization  propo- 
sition is  introduced  by  request  of  the  State  Board  of  Control, 
which  has  charge  of  the  insane  asylums  and  prisons  of  the  state. 
The  argument  is  made  that  the  number  of  cases  of  insanity  in 
the  state  is  growing  at  a  frightful  rate,  and  that  insane  persons 
are  allowed  to  reproduce  their  kind.  The  measure  applies  par- 
ticularly to  a  class  of  women  imbeciles."  " 

I  firmly  believe  in  the  passage  and  enforcement  of  laws  similar 
to  or  even  stronger  than  those  already  existing  in  Connecticut 
and  Pennsylvania."  No  woman  under  sixty  should  be  allowed 
to  marry,  and  no  man  at  any  age.  Octogenarians  have  been 
known  to  retain  their  virility. 

Finally,  all — individuals,  towns,  cities,  states — should  be  brought 
to  realize  that  there  is  a  large  and  increasing  number  of  defectives 
who  are  by  their  mental  weakness  debarred  from  full  or  satisfac- 
tory association  with  their  more  adequately  endowed  brethren. 
Every  physician  must  number  among  his  clientele  one  or  more 
imbeciles.  Will  not  every  physician  endeavor  by  precept  and 
advice  and  instruction  to  prevent  marriage  on  the  part  of  the 
unsound  by  every  legitimate  method  ?  Imbecility  cannot  be  cured, 
but  it  may  be  prevented  to  a  large  extent  Preventive  medicine 
should  not  be  limited  to  tuberculosis,  typhoid,  contagious  diseases, 
and  so  on,  but  should  include  the  criminal,  the  insane,  and  the 
feeble-minded.     As  a  help  toward  the  solution  of  the  problem  I 

^^  New  York  World,  Feb.  9,  1907. 

"  "  No  man  or  woman,  either  of  whom  is  epileptic,  imbecile,  or  feeble- 
minded, shall  intermarry,  or  live  together  as  husband  or  wife,  when  the 
woman  is  under  forty-five  years  of  age,  and  any  person  so  doing  shall 
be  imprisoned  for  not  less  than  three  years.  Any  one  aiding  or  abetting 
in  such  a  marriage  shall  be  fined  not  less  than  $1000,  or  imprisoned  not 
more  than  five  years."  Revised  Statutes  of  Connecticut,  1902.  Sections 
354-5-6. 
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quote   the   folloA^ing  resolutions   passed  by  the   Council   of  the 
Charity  Organization  Society,"  London,  England. 

(i)  That  idiots  and  imbeciles  should  be  treated  distinctively  from 
other  classes. 

(2)  That  they  ought  not  to  be  associated  with  lunatics  in  asylums. 

(3)  That  they  ought  not,  unless  in  exceptional  cases,  to  be  associated 
with  paupers   in  union  houses    [almshouses]. 

(4)  That  the  distinctive  treatment  suited  to  idiots  and  imbeciles  ought 
to  be   applied  collectively,   especially   in  the   earlier   stages   of   education. 

(5)  That  idiots  and  imbeciles  cannot  with  advantage  be  placed  in 
ordinary  schools  with  other  children,  but  their  education  should  be  based 
on  physical  considerations.  This  education  should  commence  at  the 
earliest  age  at  which  they  can  dispense  with  a  mother's  care,  and  the 
subsequent  stages  should  depend  upon  the  capacity  developed  by  them. 
They  should  have  a  thorough  industrial  training,  so  as  to  enable  them,  as 
far  as  practicable,  to  support  themselves,  or  at  least  to  contribute  towards 
their  support,  when  circumstances  render  it  necessary. 

"  Ireland,  op.  cit. 


OUR  DUTY  TO  THE  CHRONIC  INSANE. 

By  J.  T.  W.  ROWE,  M.  D., 
First  Assistant  Physician,  Manhattan  State  Hospital,  New  York  City. 

The  problem  of  caring  for  the  insane  is  being  constantly 
threshed  out  at  inter-hospital  and  staff  meetings  of  the  New  York 
State  hospitals,  and  some  extremely  instructive  and  scientific  facts 
are  determined.  No  better  proof  should  be  required  of  the 
attractiveness  of  the  subject  and  the  zeal  of  the  student  than  the 
flatteringly  large  attendance  of  physicians  from  sections  of  the 
State  far  apart.  All  meet  to  take  advantage  of  the  splendid  oppor- 
tunity to  compare  notes  and  profit  by  the  advance  made  at  other 
hospitals.  The  excellence  and  thoroughness  of  the  work  has  put 
it  where  it  is  now  accepted  as  the  authoritative  expression  of 
American  theories  and  practice  regarding  the  newest  classifications 
and  views  of  psychiatry.  This  movement  deserves  success,  be- 
cause it  has  been  unwavering  in  its  devotion  to  one  purpose. 
There  are  valuable  interpretations  and  discussions,  some  of  them 
alluring  in  their  novelty,  if  they  could  only  be  borne  out  by  the 
exacting  test  of  practical  application.  Despite  this  advanced  work 
one  is  inclined  to  ask,  why  there  is  so  much  of  the  theoretical  and 
abstract  when  the  practical  so  constantly  demands  attention.  I 
think  that  I  am  safe  in  saying  that  more  is  being  written  about 
theories,  classifications,  etc.,  than  about  all  the  other  factors  in 
insanity  put  together.  The  limiting  of  the  influx  of  the  insane  is 
by  all  means  the  most  important  subject  for  alienists  and  hospital 
men  to  apply  themselves  to.  This  is  an  age  of  great  progress  and 
the  newer  school  of  hospital  physicians  are  profoundly  versed  in 
the  sciences.  But  we  must  recollect  also  that  it  is  a  commercial 
age,  and  the  successful  hospital  physician  must  be  an  intensely 
practical  and  an  all-round  man,  not  loaded  down  by  scientific 
attainments  which  he  is  unable  to  put  to  practical  use.  Every 
hour  of  the  day  among  the  insane  calls  for  the  reserves  of  the 
ordinary  hospital  physician,  and  if  he  is  weighted  down  "  with 
loads  of  learned  lumber  in  his  head,"  the  hospital  inmates  and 
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surroundings  will  show  it.  Some  of  the  most  successful  hospital 
administrators  have  been  men  of  good  common  sense,  with  no 
ultra  attainments  of  bacteriology  and  microscopy.  So  in  psychia- 
try, the  scientific  side  should  not  be  divorced  from  the  practical. 
It  should  be  our  business  to  cure  disease  in  the  concrete.  We  try 
new  classifications,  we  listen  to  dissertations  of  entities  scarcely 
born.  We  have  agreeable  discussions  at  staff  meetings,  but  with- 
out practical  results  or  reduction  in  the  number  of  admissions  or 
increase  of  discharges.  Statistics  regarding  the  insane  of  New 
York  will  do  to  generalize  upon. 

We  had  on  October  i,  1906,  under  commitment,  28,303  insane, 
and  there  were  admitted  in  the  year  ending  October  i,  1906,  5761, 
an  increase  over  last  year  of  839  patients.  This  in  spite  of 
hospital  care  and  the  most  enlightened  understanding  of  the  sub- 
ject within  the  knowledge  of  the  present  day. 

It  is  not  my  intention  to  dwell  upon  the  prevention  of  insanity 
in  its  incipiency,  of  which  I  have  already  written,  although  the 
rational  treatment  of  insanity  is  preventive ;  or  of  the  treatment 
of  which  too  little  by  far  has  been  said.  What  we  want  is  a 
remedy  for  the  constant  filling  up  and  crowding  of  the  hospitals 
for  the  insane.  A  chapter  on  the  methods  of  reducing  the  number 
is  worth  a  volume  of  academic  and  abstract  opinion.  We  are 
prone  to  speak  of  the  normal  increase  of  insanity.  Why  should 
there  be  a  normal  increase?  Why  can't  we  prevent  the  increase 
of  insanity  ?  Look  at  what  publicity  has  done  for  tuberculosis  and 
diphtheria  by  the  creation  and  direction  of  a  powerful  public  senti- 
ment. Nothing  but  organized  persistent  public  sentiment  can  in 
this  regard  make  a  material  change.  An  excellent  series  of  lec- 
tures upon  problems  of  insanity  was  given  last  winter  at  the  New 
York  Academy  of  Medicine.  They  were  attractive  and  of  the 
greatest  practical  value  to  the  general  practitioner.  They  were 
delivered  by  masters  of  their  subjects  to  almost  empty  benches. 
So  important  a  subject  should  have  crowded  the  halls  to  the  doors, 
but  I  doubt  if  twenty  of  those  in  attendance  remembered  anything 
of  the  subject  a  week  later.  Our  light  is  too  subdued.  A  crusade 
should  be  carried  on  from  the  pulpit,  platform,  and  newspapers. 
War  against  insanity  should  be  systematized.  Mere  individual 
efforts  are  entirely  too  feeble.    The  old  question  whether  insanity 
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increases  as  civilization  advances  is  still  open.    It  is  a  part  of  that 
larger  problem  whether  evolution  is  to  be  interpreted  in  terms  of 
optimism  or  pessimism.    Many  reasons,  both  theoretical  and  prac- 
tical, have  been  given  for  supposing  that  the  number  of  insane  is 
increasing.    It  has  been  argued  that  the  nervous  system  of  man  is 
being  developed  disproportionately  to  the  rest  of  his  bodily  organ- 
ism and  that  the  progress  of  evolution  towards  a  happy  ideal  is 
interrupted  and  impeded  more  and  more  by  dissolution  and  degen- 
eracy.   This  doctrine  has  been  partially  justified  by  popular  opinion 
and  by  statistics.    The  industrial  and  commercial  life  of  the  pres- 
ent is  so  intense  and  rapid  that  men  bend  and  break  under  the 
pressure.    There  is  work  without  recreation,  excitement  without 
rest;  in  short,  nervous  expenditure  without  corresponding  satis- 
faction.   Cities  like  flaming  lamps  attract  the  multitude  like  moths. 
Bad  sanitary  conditions  and  crowded  tenements  beget  weak  bodies 
and    weak    minds,    breed    immorality    and    consequent    disease. 
Heredity,  self  indulgence,  and  dissipation  do  the  rest — a  pessimis- 
tic state  not  supported  by  statistical  reports.    It  has  been  claimed 
that  on  account  of  the  greater  improvement  in  the  care  of  the 
insane,  most  of  those  who  now  suffer  from  mental  diseases  are 
sent  to  hospitals  for  nervous  disorders.    There  are  private  asylums 
and  sanitariums,  better  accommodations  for  the  patient,  a  larger 
number  of  hospitals,  the  frequency  of  cures,  the  tendency  now  to 
regard  insanity  as  a  disease  and  not  as  a  moral  obliquity,  which 
makes  people  more  ready  to  send  their  afflicted  people  to  private 
asylums  for  better  care.    The  number  under  treatment  has  appar- 
ently increased  without  any  real  increase  in  the  number  of  the  in- 
sane.   Whatever  view  be  taken  of  the  relation  of  insanity  to  civil- 
ized life,  it  is  encouraging  that  we  have  forgotten  the  horrors 
which  used  to  be  associated  with  the  treatment  of  the  insane.    But 
this  confidence  in  hospitals  makes  them  shining  beacons  and  so- 
journers come  to  their  Mecca,  not  in  single  file  but  in  whole  bat- 
talions, and  at  first  blush  we  are  put  to  our  trumps  to  tell  the  af- 
flicted from  the  normal ;  they  are  so  much  alike.    We  might  bor- 
row a  leaf  from  the  refined  systems  of  the  old  world  of  organized 
and  systematic  methods,  and  receive  only  those  entitled  to  the  care 
and  treatment  of  hospitals.    Our  hospitals  are  perhaps  too  prodi- 
gal, and  a  stop-gap  should  be  put  at  the  door. 
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Judging  by  the  recent  invasion  of  foreigners  on  incoming 
steamers,  the  scavenger's  drag-net  is  out  over  Europe  and  we  get 
specimens  of  every  class.  Our  patients  tell  us  that  they  order 
things  better  abroad  than  we  do  here.  Escorted  to  the  nearest 
frontier,  they  are  wished  a  bon-voyage,  on  the  principle  that  noth- 
ing is  lost  that  a  friend  gets.  They  quite  understand  the  simple 
art  of  unloading  on  their  neighbor.  At  Manhattan  some  days  our 
admission  of  cases  is  in  number  almost  large  enough  to  start  a 
good-sized  hospital.  The  clientele  is  of  the  most  cosmopolitan 
character,  and  embraces  Turks,  Chinese,  Poles,  and  Huns,  whose 
names  and  birthplaces  defy  comprehension  or  interpretation  and 
who  resemble  Falstaff's  men  in  raiment  and  morals.  In  our 
reception  wards,  the  care  and  attention  given  them  exceed  their 
wildest  dreams.  They  have  alighted  upon  an  Eldorado,  and  the 
zeal  with  which  we  expend  our  efforts  upon  them  is  a  premium  on 
admission.  They  are  well-fed,  well-bedded,  well-rested,  and 
nursed ;  nothing  is  too  good  for  them.  They  are  allowed  to  sit 
idly  about,  and  for  a  long  time  they  are  like  the  lilies  of  the  field, 
that  they  toil  not.  Our  sense  of  proportion  is  apt  to  be  disturbed 
regarding  their  overwhelming  importance,  and  we  find  it  difficult 
to  divide  our  allegiance  with  due  regard  for  both  classes.  We  are 
perfectly  aware  of  the  importance  of  doing  everything  necessary 
for  the  acute,  but  parenthetically,  how  many  are  acute  in  the 
proper  acceptation  of  the  term  ?  A  day  in  a  large  reception  v/ard 
will  soon  convert  you  from  that  impression.  A  large  proportion 
of  persons  committed  to  hospitals  are  not  acute  but  chronic  cases, 
and  possibly  incurable,  and  after  being  watched  and  studied,  are 
found  not  to  be  in  need  of  the  curative  treatment.  I  would  give 
them  ample  of  food,  rest,  and  a  soft  bed,  and  plenty  of  good  plain 
work,  which  will  do  them  good  and  they  will  be  the  better  for  it. 
I  would  send  them  home  with  good  healthy  muscles  and  fit  for  the 
labor  they  have  been  used  to,  and  would  not  lavish  too  much  senti- 
ment upon  them.  We  are  apt  to  overdo  it  and  spoil  them  for 
everyday  life  outside.  It  looks  bad,  I  think,  to  see  a  lusty  con- 
valescent lolling  in  a  chair,  reading  a  novel  or  paring  his  nails, 
which  could  be  kept  short  by  good  hard  work.  The  raison  d'etre 
of  hospitals  is  receiving  and  restoring  to  mental  health.  There 
are  others  besides  the  few  to  be  coddled,  and  the  minority  should 
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not  influence  our  policy.  The  greatest  good  to  the  greatest  number 
should  be  our  motto.  We  impress  the  importance  of  one  class  and 
designate  the  rest  custodials,  and  the  custodial  class  will  increase 
and  accumulate  by  such  disposition.  It  is  good  business  practice 
to  balance  accounts.  Have  we  not  our  profit  and  loss  account  in 
hospital  administration?  It  is  idle  to  say  that  commercialism  has 
no  place  in  medicine.  Hospitals  and  medical  work  are  full  of  it. 
Each  year  we  start  out  with  a  definite  number  of  patients.  Have 
we  done  everything  we  can  to  keep  it  down  ?  To  limit  it  ?  Every 
state  hospital  of  the  most  modest  dimensions  bewails  its  over- 
crowded condition.  It  is  the  chronic  not  the  acute  cases  that  over- 
crowd them.  It  is  with  this  class  we  should  bestir  ourselves ;  and, 
as  a  startling  variant  of  the  views  already  held,  I  would  advise  you 
that  the  chronic  insane  are  the  most  important  class  in  the  hospi- 
tals. Such  an  opinion  should  cause  a  great  revulsion  of  feeling, 
but  it  is  they  that  make  necessary  the  very  existence  of  hospitals 
for  the  insane.  Hospitals  need  not  exist  if  it  were  not  for  them. 
We  ask  for  buildings,  equipment,  appropriations,  to  take  care  of 
them.  They  are  the  most  important  personages  under  our  care. 
They  support  the  entire  fabric  of  our  hospital,  and  without  them 
there  would  be  no  overcrowding.  Therefore,  they  are  entitled,  I 
think,  to  a  modicum  of  consideration.  They  are  worked  and  used, 
and  the  burden  of  administration  falls  upon  them.  Superintend- 
ents' reports  are  a  repetition  of  complaints  of  overcrowding  of  the 
chronic  classes  and  deploring  the  lack  of  room  and  funds.  They 
could  add  greatly  to  their  capacity  if  they  lopped  off  a  lot  of  their 
deadwood  by  discharging  more  freely  their  chronic  cases.  Their 
proper  places  are  among  their  friends,  if  they  have  any,  earning 
their  own  living.  The  matter  is  a  subject  of  immediate  local 
interest,  and  what  are  we  doing  to  relieve  the  situation?  Practi- 
cally nothing  to  reduce  the  number  under  our  care.  The  new 
psychiatry  has  put  into  temporary  oblivion  the  familiar  old  insan- 
ities. Our  mistaken  sense  of  the  importance  of  the  acute  over  the 
chronic  has  blinded  us  to  the  fact  that  relief  may  be  found  perhaps 
in  this  very  class.  The  hundred  should  receive  our  consideration 
as  well  as  the  few.  A  remedy  for  the  constantly  filling  up  and 
overcrowding  of  hospitals  for  the  insane  is  to  be  found  in  frequent 
and  untiring  examination  of  cases,  which  can  be  returned  to  the 
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industrial  world.  There  is  no  reason  why  quiet  and  harmless- 
patients  should  be  detained  in  hospitals  for  the  insane,  and  greater 
efforts  should  be  made  to  parole  them  to  their  friends,  whose  place 
it  should  be  to  provide  suitable  care  and  employment  for  them. 
Since  hospital  physicians  cannot  prevent  insanity  and  do  not  cure, 
then  our  energies  should  be  concentrated  upon  the  reduction  of 
the  number  of  patients  by  weeding  out  those  fit  for  the  world. 
Perhaps  there  is  too  much  science  for  cases  that  have  ceased  to  be 
interesting. 

It  is  this  chronic  population  that  causes  us  concern.  We  should 
make  an  effort  to  prevent  the  slightest  addition  to  the  pain  often 
inseparable  from  mental  disease  and  liberate  all  the  insane  whose 
freedom  would  not  be  dangerous,  and  surround  those  who  remain 
with  every  safeguard  of  disinterestedness  and  humanity.  If  hospi- 
tal men  and  alienists  worked  together  as  concertedly  as  the  oppo- 
nents of  tuberculosis  and  diphtheria,  there  would  be  but  little  fear 
of  the  increase  of  insanity.  Physicians  of  the  modern  school  mak- 
ing their  debut  in  a  well  appointed  hospital  with  an  interesting 
classification  of  patients,  are  apt  to  be  narrow.  They  should  culti- 
vate a  broader  view  of  the  subject.  Diagnosing  and  classifying  are 
not  the  ultimate  end  of  insanity ;  prophylactic  and  curative  mea- 
sures are  a  hundred  fold  more  valuable  for  the  hospital.  In  our 
perfervid  zeal  for  the  new,  we  are  apt  to  slight  the  chronic.  We 
should  remember  Tallyrand's  celebrated  dictum  that  zeal  is  al- 
ways ridiculous.  Insanity  is  much  the  same  as  it  ever  was,  and 
many  of  the  knottiest  problems  thereon  received  their  quietus 
sometime  ago,  and  the  best  psychiatrist  cannot  claim  infallibility 
for  his  classification  of  cases.  The  younger  physician  should  bear 
in  mind  that  even  at  those  small  hospitals  which  exemplify  the 
hospital  idea,  general  paralysis  has  no  larger  a  recovery  rate,  and 
mania  and  depressive  insanity  continue  to  come  and  recover  as 
formerly. 

Theatrical  display  at  the  wealthier  hospitals  with  appointments, 
colors,  and  fads  may  catch  those  with  a  taste  for  novelties,  but' 
they  soon  come  to  their  end.  Better  go  a  little  slower  and  a  little 
sounder.  As  a  conservative  cabinet  minister  once  said,  "  Foreign 
relations  were  most  satisfactory,  thanks  to  the  inactivity  of  the 
foreign  minister  then  in  power." 
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At  the  annual  meeting  of  the  American  Medico-Psychological 
Association  at  Boston  last  year,  it  was  somewhat  startling  to  have 
dementia  exploited  by  so  many  papers.  For  the  new  classification 
promised  to  make  it  as  extinct  as  the  dodo.  Once  he  was  on  every 
superintendent's  tongue  and  we  thought  asylums  existed  only  for 
his  benefit,  but  he  went  out  of  fashion,  and  none  so  poor  as  to  do 
him  reverence;  but  those  excellent  papers  showed  that  we  have 
warmed  the  cockles  of  our  hearts  for  him,  cooled  for  the  newer 
favorites.  Can  it  be  that  we  are  tiring  of  new  faces  already  and 
that  the  old  chronic  is  coming  into  his  own  again  ? 

We  are  wont  to  look  upon  the  terminal  dement  as  a  constant 
landmark,  and  if  I  mistake  not,  he  will  be  a  knotty  problem  for 
the  superintendents  of  the  future  to  solve.  And  in  their  relation 
to  the  acute  psychoses,  I  am  reminded  of  the  Scottish  divine  in  the 
pulpit,  who,  after  listening  only  to  praises  of  the  Almighty,  said, 
"  Does  no  one  wish  to  say  a  word  for  the  poor  De'il  ?  "  There  is 
a  great  deal  to  say  about  him.  The  dement  supports  the  machine 
from  the  highest  official  to  the  lowest,  and  superintendents  will  find 
that  he  won't  down,  but  rather  he  will  multiply.  We  must  get  rid 
of  him,  but  how  ?  One  of  the  great  American  humorists  said  that 
the  way  to  do  a  thing  is  to  do  it.  Every  superintendent  should 
take  it  home  to  himself  and  see  that  every  chronic  patient  at  all 
fit  should  be  at  liberty.  Many  are  admittedly  of  weak  minds,  but 
perfectly  harmless,  who  complain  of  the  opprobrium  and  misery 
of  hospital  detention.  Sometimes  it  comes  home  to  one  that  this 
long  association  with  insane  is  bad  and  that  the  general  chances 
for  recovery  are  much  diminished.  Of  course  we  do  not  wish  to 
turn  them  out  without  means  of  subsistence,  but  in  many  hospitals 
there  are  a  number  of  old  patients  who  might  be  self-supporting, 
if  they  had  friends  to  give  them  a  little  watchful  care  and  a  start 
in  life. 

We  are  proud  of  our  old  dements  and  their  fatuous  and  benevo- 
lent countenances  reflect  the  most  perfect  faith  in  their  physicians. 
They  are  an  imposing  array.  Their  little  foibles  and  eccentricities 
are  respected  and  receive  sympathetic  consideration.  And  these 
old  patients  in  getting  into  harmony  with  the  smooth  working  of  a 
powerful  department  machine  find  tranquillity  and  peace ;  but  in 
spite  of  the  fact  that  dementia  is  the  bourne  of  all  chronic  insani- 
20 
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ties,  improvement  is  discovered.  An  exhausted  field  is  not  by  any 
means  lost.  A  year  or  two  of  rest  and  the  field  has  not  only  not 
retrograded,  but  has  positively  improved. 

Dementia  can  be  delayed.  It  is  astonishing  how  much  the 
dement  brain  has  retained.  Some  will  have  attack  after  attack, 
followed  by  the  expected  subsidence  into  apparent  dementia.  You 
think  they  cannot  get  lower,  but  there  are  greater  depths  yet  to  be 
sounded,  and  to  your  surprise,  they  emerge  from  this  condition, 
and  in  spite  of  logic  and  precedent,  possessed  of  sufficient  mental 
power  to  resume  their  place  in  the  outside  working  world.  The 
very  fact  that  some  brains  have  this  amazing  recuperative  power 
should  deter  us  from  pronouncing  that  recovery  is  precluded.  The 
precocious  dement  turns  out  to  be  something  quite  different.  The 
alcoholic  paranoiac  gets  well  after  a  few  months'  removal  from 
his  alcoholic  poison,  but  being  termed  chronics,  unless  carefully 
noticed,  they  are  apt  to  be  submerged. 

Some  persons  here  may  recall  a  milk  discussion  at  the  Academy 
of  Medicine  a  few  years  ago  suggestive  of  some  views  of  our 
chronic  cases.  A  hard-headed  milk  dealer  was  asked  to  address 
the  society  after  the  milk  detractors  had  finished.  He  said  he  had 
come  to  hear  all  sorts  of  bad  things  said  about  milk,  but  the  more 
he  heard  it  discussed,  the  better  the  milk  came  out  of  it.  This  is 
applicable  to  our  views  of  chronic  insanity.  They  are  far  from 
being  mere  food  for  powder.  What  a  confusion  there  is  in  these 
alcoholic  delusional  conditions  and  sub-divisions  of  paranoia.  The 
workhouses,  the  almshouses  and  clubs  abound  with  them.  We 
know  that  the  alcoholic  (paranoiac)  is  not  to  be  trusted  with  his 
moods  and  suspicions,  but  clear  his  system  out  of  alcoholic  poison 
and  he  becomes  an  ordinary,  slightly  unstable  man  again.  There 
is  a  time  when  an  entire  change  of  surroundings  effects  the 
happiest  change  in  the  mental  state ;  sometimes  resulting  in  perfect 
recovery,  often  resulting  in  permanent  improvement.  You  do  not 
know  when  these  cases  will  take  on  great  improvement  and  some- 
times recover. 

The  last  word  on  these  delusional  conditions — paranoiac  or 
paranoid — is  not  and  cannot  be  said.  The  more  I  see  of  these 
cases,  the  more  I  hesitate  to  say  that  there  can  be  no  recovery. 
We  cannot  blink  the  fact  that  in  services  running  into  the  hun- 
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dreds,  there  must  be  numbers  who  have  escaped  from  the  classifica- 
tion imposed  upon  them,  and  with  the  knowledge  that  Heaven 
helps  those  that  help  themselves,  are  quietly  convalescing.  It 
comes  in  the  nature  of  a  shock  to  have  a  patient  with  the  tone  and 
manner,  leaving  no  doubt  of  his  mental  restoration,  walk  up  to 
you  and  ask  for  his  discharge,  and  yet  this  is  likely  to  occur  in  our 
huge  modern  hospitals.  They  are  only  the  custodial  classes,  and 
attendants  are  good  enough  to  care  for  them.  No  greater  mistake 
can  possibly  be  made,  and  this  idea  should  not  be  held  for  a 
moment.  The  complex  problem,  whether  it  is  a  definite  entity  or 
only  allied  to  it,  occupies  the  young  physician  too  engrossingly  to 
be  distracted  by  mere  custodial  classes.  Case  after  case  have  1 
found  showing  improvement  due  to  regular  occupation  and  ideal 
conditions  in  farm  and  shops,  which  have  been  rescued  and  dis- 
charged without  the  hospital  brand  or  the  hospital  danger  of  fall- 
ing more  and  more  into  subjective  ways  of  thought,  and  drifting 
into  the  sad  list  of  incurables.  It  is  very  gratifying  to  see  the  slow 
parting  of  his  morbid  introspection  and  long-held  delusions,  the 
gradual  illumination  of  those  old  brains,  and  the  waking  up  to  a 
sense  of  responsibility. 

They  bear  the  burden  and  heat  of  the  day,  they  are  hewers  of 
wood  and  carriers  of  water,  the  bread  we  eat  is  made  by  them,  and 
a  thousand  and  one  tasks  are  performed  uncomplainingly  by  them, 
and  very  little  appreciation  is  shown  by  us.  Their  occupation  and 
recreation  should  be  under  constant  medical  supervision.  Attend- 
ants lack  the  education  and  must  be  trailed  to  guard  their  welfare. 
Every  hour  of  the  day  medical  surveillance  is  necessary.  Take  a 
tour  through  the  shops,  the  wards,  the  grounds,  at  any  hour  of  the 
day,  and  an  alert,  active  officer  will  discover  irregularities  and  care- 
lessness on  the  part  of  attendants,  and  this  will  continue  so  long 
as  human  nature  retains  its  imperfections.  An  enlightened  medi- 
cal man  should  be  in  constant  touch  with  these  patients.  The 
liability  to  detention,  after  the  need  of  it,  is  altogether  passed ;  is 
indeed  greatly  diminished  by  constant  watching.  The  mere  em- 
ployee has  his  limitations,  and  the  patient  should  not  be  left  entirely 
to  his  tender  mercies  and  questionable  standards.  The  educated 
man  can  beat  the  uneducated  one  any  day  of  the  week  at  any  kind 
of  work,  from  street  cleaning  to  skilled  labor,  and  some  day  we 
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hope  the  legislature  will  permit  us  to  obtain  the  very  best  trained 
and  most  intelligent  attendants.    Is  it  not  a  common  thing  to  hear 
from  an  insane  person  bitter  complaints  of  his  associations,  which 
he  has  in  the  hospital,  and  of  the  scenes  of  which  he  is  an  unwill- 
ing witness,  scenes  which  cannot  fail  to  occur,  notwithstanding 
the  best  classifications,  when  all  sorts  and  conditions  of  insane  are 
congregated  together  ?    What  can  be  more  affecting  to  a  man  who 
has  any  intelligence  and  sensibility  left  than  the  vulgar  tyranny  of 
a  new  attendant,  a  tyranny  which  the  best  management  cannot 
altogether  prevent  in  a  large  hospital.     Some  of  these  patients, 
accustomed  to  family  sympathy  and  tender  consideration,  have  told 
me  that  it  is  one  of  the  hardest  things  to  bear,  this  being  hurried 
and  pushed  about,  shouted  at,  and  their  sensibilities  treated  with 
brutal  indifference.     They  must  accept  everything  in  a  spirit  of 
resignation,  yet  feel  that  they  are  destined  for  something  better 
than  the  routine  of  hospital  life  for  the  remainder  of  their  days. 
I  think  that  by  this  association  of  all  sorts  and  conditions  of 
insanity,  the  general  chances  of  recovery  are  much  diminished. 
These  patients  are  exploited  and  operated  upon  and  are  gone  over 
by  every  specialist  in  turn.     His  kidneys  are  suspected  of  inade- 
quacy, his  liver  is  the  subject  of  the  most  critical  concern,  and  his 
water  works,  entirely  adequate  to  his  requirements  and  advancing 
years,  must  nolens  volens  have  the  bore  altered  for  a  stream  of 
greater  force.    Some  hardly  know  themselves  after  they  are  made 
over,  and  their  mental  condition  remains  much  the  same.     They 
require  and  benefit  by  these  interferences  no  more  and  no  less  than 
the  sane  person,  and  sometimes  exchange  comparative  comfort  for 
discomfort,  but  I  hold  that  every  one  of  their  minor  defects  should 
receive  attention — they  are  so  easily  overlooked.     His  bad  feet 
with  deformities,  bunions,  corns,  defects  of  special  senses,  whose 
soundness  adds  to  the  pleasure  of  living,  can  be  corrected  and 
treated.     Growths  and  internal  organic  changes  can  be  modified. 
His  sojourn  at  the  hospital  affords  a  splendid  opportunity  to  get 
him  into  condition  for  the  working  world,  to  which  he  hopes  to 
return.     It  is  astonishing  how  satisfactorily  a  blemished  horse  or 
man  will  perform  his  work,  even  if  they  are  slightly  inferior.     I 
wonder  how  many  of  us  could  get  a  warrant  of  being  sound  in 
wind  and  limb?    Although  not  up  to  ideal  form,  we  feel  that  we 
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are  still  in  the  ring.  We  should  place  obstacles  in  the  way  of  his 
decline,  because  hospital  detention  begets  a  routine  life  with  a 
wonderful  oblivion  of  medical  resources.  Some  of  our  patients, 
after  many  years  of  life  lost  to  the  world,  were  returned  to  their 
work  and  took  up  their  vocations  most  acceptably,  their  work 
showing  some  deterioration,  but  they  are  infinitely  happier  among 
sane  people  and  under  circumstances  of  private  life  than  when 
surrounded  by  all  degrees  and  kinds  of  insanity  and  subjected  to 
the  monotonous  routine  and  regulations  of  a  hospital.  The  study 
of  these  patients  is  a  wealth  of  detail.  These  may  seem  small 
matters  to  the  purely  medical  man,  but  success  depends  upon  their 
observance,  and  it  is  such  work  that  turns  out  the  all-around 
hospital  physician.  The  summum  homim  of  hospital  administra- 
tion is  detail.  Our  young  confreres  ought  to  appreciate  the  value 
of  such  work  and  the  order  and  discipline  of  a  well-regulated 
institution.  Nowhere  else  can  he  get  such  experience.  It  tones 
down  his  redundancy  and  makes  him  practical  and  self-reliant. 
He  should  study  these  cases,  especially  the  old  ones,  every  hour 
of  the  day. 

His  attentions  are  required  and  he  would  be  amply  rewarded 
in  acquiring  his  knowledge.  He  will  find  that  the  gradual  illumi- 
nation of  those  old  brains  is  intensely  interesting,  and  that  "  Age 
cannot  wither  nor  custom  stale  their  infinite  variety."  He  should 
move  among  them  in  the  shops,  when  they  are  lolling  about  the 
grounds,  at  their  meals,  and  in  the  lavatories,  where  excellent 
opportunities  are  ofifered  to  study  their  reaction  to  environment, 
and  better  still  when  they  are  taking  their  leisure  on  the  lawns  and 
grounds,  free  from  any  feeling  of  constraint.  In  his  abandon,  his 
shrewd  observations  will  often  surprise  you.  Physicians  should 
vie  with  each  other  in  discovering  cases  with  sufficient  mentality 
to  preserve  them  outside.  Our  standard  should  not  be  placed  too 
high;  possibly  they  are  quite  as  good  as  their  friends  and  their 
home  surroundings.  I  often  think,  when  looking  at  a  patient 
leaving  with  his  brother  or  father,  that  the  patient  is  the  better 
looking  man.  The  question  is,  how  are  you  going  to  know  if  a 
patient  is  capable  of  living  beyond  the  walls  of  the  hospital.  The 
answer  is  simple.  When  you  are  satisfied  give  him  a  trial.  The 
hospital  physician  is  prone  to  see  only  deranged  people.     Many 
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unpromising  cases  discharged  by  us,  I  have  known  to  benefit  so 
much  by  the  change  that  they  would  have  been  scarcely  recognized. 
We  have  many  querulous  inmates  with  infirmities  of  temper,  who 
are  much  depressed  and  reserved ;  many  convalescents,  who  have 
not  regained  the  strength  and  boldness  of  health.  Being  sensitive, 
they  avoid  attention,  and  are  extremely  likely  to  be  overlooked, 
although  they  are  exactly  the  patients  whose  removal  from  the 
insanitary  surroundings  of  a  hospital  is  most  needful  for  their 
perfect  recovery.  We  should  turn  to  our  old  cases  and  give  them 
a  few  of  the  sweets  of  life,  making  it  a  purely  medical  matter,  to 
look  after  their  labor,  their  amusements,  bathing  and  clothing,  and 
by  unrelaxing  vigilance,  improve  their  accommodations  and  com- 
forts. Let  us  get  closer  to  them  and  know  them  better,  recognize 
them  as  the  most  important  factor  in  hospital  life ;  that  they  out- 
rank every  other  interest.  Their  work  is  unimportant  compared  to 
the  gain  to  the  hospital  by  discharging  them.  Everything  should 
be  subservient  to  the  patient.  In  the  alien  and  non-resident,  we 
speed  the  parting  guest  on  his  journey  at  considerable  cost,  for 
ultimate  gain.  How  much  more  benefit  it  is  to  the  old  patient  and 
hospital  to  discharge  the  mildly  insane  with  a  God-speed  to  his 
family  and  former  life.  Our  laws  governing  aliens  and  non- 
residents pretty  well  take  care  of  them,  and  we  have  the  cheering 
picture  of  their  being  personally  conducted  at  considerable  expense 
to  different  parts  of  Europe  and  the  adjoining  states,  some  to 
return  almost  on  the  heels  of  the  hospital  convoy.  But  if  the  same 
efforts  were  expended  upon  the  chronic  cases,  a  much  larger  num- 
ber of  hospital  residents  could  be  discharged  and  established  with 
friends.  It  may  appear  odd,  but  whether  it  is  due  to  improved 
family  finances  or  change  of  heart,  a  very  small  number  of  these 
old  cases  return.  We  have  noticed  also  that  a  good  lusty  custodial 
case  of  contented  mind  has  many  years  of  hospital  life  and  will 
outlive  half  a  dozen  anemic  and  homesick  aliens,  but  until  we  are 
possessed  of  the  jewel  of  consistency,  we  shall  continue  to  get  rid 
of  one  and  retain  the  dozen. 

The  splendid  advances  made  in  psychiatry  cannot  be  over- 
estimated, and  the  present  scientific  and  rational  teaching  is  so 
far  in  advance  of  previous  methods  as  to  merit  only  our  warmest 
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support.     But  in  showing  fealty  to  the  new,  we  should  remember 
the  words  of  Polonius  : 

The  friends  thou  hast  and  their  adoption  tried, 
Grapple  them  to  thy  soul  with  hoops  of  steel, 

But  do  not  dull  the  palm  with  entertainment  of  each 
New  hatch'd  unfledg'd  comrade. 

and   continue   unswerving   in   our   loyalty   and   our   duty  to   the 
chronic  insane. 

DISCUSSION. 

Dr.  Burgess. — Our  time  is  so  limited  that  I  have  no  wish  to  open  a  dis- 
cussion. I  only  beg  to  thank  Dr.  Rowe  for  his  very  able  paper.  I  have 
often  thought  much  along  the  line  he  has  so  forcibly  and  ably  expressed, 
namely,  that  we  do  not  do  enough  for  our  chronic  insane.  I  thank  him 
most  heartily  for  his  efforts  in  our  behalf. 


SIMPLIFIED  SPELLING  AND  SOME  MEDICO-PSYCHO- 
LOGIC TERMS. 

By  WILLIAM  C.  KRAUSS,  M.  D.,  Buffalo,  N.  Y., 

President  Board  of  Managers ^  Buffalo  State  Hospital  for  Insane;  Medical 
Superintendent,  Providence  Retreat  for  Insane;  Neurologist  to 
Buffalo  General,  Erie  County,  German,  Emergency  Hospitals,  etc.; 
Member  of  the  American  Neurological  Association. 

He  must  needs  be  either  a  very  bold  man  or  an  exceptionally 
foolish  one  who  advocates  any  change  in  the  spelling  or  pronun- 
ciation of  English  words,  here  at  this  time  and  in  this  place  before 
a  representative  body  of  American  citizens.  But  the  status  is 
somewhat  altered  w^hen  the  words  are  scientific  terms  and  the 
critics — one  of  the  most  advanced  scientific  bodies  comprising  the 
Congress  of  American  Physicians. 

Usage  like  possession  has,  until  very  recently,  been  accepted  as 
nine-tenths  of  the  law,  but  Usage  as  Calvin  Thomas  says  is  "  only 
another  name  for  fashion,  and  fashions  do  not  grow  out  of  the 
ground  or  fall  from  heaven,  but  are  created  by  some  one's 
initiative." 

If  usage  of  defective  words  or  terms  is  universal  and  hence 
deeply  rooted  then  it  is  the  duty  of  the  members  of  our  profession 
to  recognize  the  existing  defects  of  English  and  to  co-operate 
with  the  simplifiers  in  their  individual,  professional  and  associa- 
tional  capacities,  even  though  the  simplifiers  become  the  target 
of  abuse  and  adverse  criticism. 

To  alter  or  change  one's  own  language  is  a  very  precarious 
undertaking  but  as  Gould  says,  "  Language  is  an  organism :  the 
organism  that  dislikes  change  is  very  ill ;  the  one  that  fights 
change  is  moribund,  and  the  one  that  does  not  change  is  dead." 

The  study  of  change  and  simplification  of  medical  terms  has 
been  assiduously  indulged  in  among  others  by  Burt  Green  Wilder, 
of  Cornell  University  and  George  M.  Gould,  of  Philadelphia,  but 
so  far  as  I  know  neither  has  ventured  into  the  field  of  medico- 
psychology — although  this  domain  is  as  luxuriant  as  any  hereto- 
fore harvested. 
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That  someone  at  sometime  entered  this  field  and  used  the  scythe 
or  pruning  knife  is  very  evident  when  we  study  the  etymology  of 
the  adjective  terms  ending  in  ical  as  hysterical,  epileptical,  pareti- 
cal,  and  the  acal  terminations  as  maniaca/^  hypochondriaca/,  para- 
noiacal,  melancholiaca/,  because  now  usage  has  clipped  off  the  al 
termination  of  all  these  words,  signifying  he  who  is  thereby 
afflicted,  except  the  unfortunate  hysterical  which  remains  unal- 
tered— leaving  us  the  maniac,  hypochondriac,  melancholiac,  para- 
noiac, with  an  ac  ultima,  discordant,  superfluous,  and  unscientific. 

Why  not  follow  that  form  of  usage  which  gives  us  the  ist  ter- 
minal— as  in  optimw^^  idealw^^  the  alienist,  the  neurologw^^  the 
medico-psychologu^  and  even  as  I  have  lately  seen  in  journals 
well  edited — the  typewritist,  and  change  the  epileptic  to  the  epi- 
leptist,  the  hysterical  to  the  hysterist,  the  paretic  to  the  paretist, 
and  maniac  to  the  manist,  the  melancholiac  to  the  melancholist, 
the  hypochondriac  to  the  hypochondrist,  and  the  paranoiac  to  the 
paranoist. 

These  ist  terminations  are  more  euphonious  than  the  ac  ultima, 
shorten  the  word  by  one  syllable  and  to  me  are  free  from  the  vul- 
garity which  attaches  to  the  ac  terminals.  Included  in  this  cate- 
gory may  be  mentioned  the  dipsomanist,  kleptomanist,  demoman- 
ist  and  like  compound  words. 

Other  medico-psychologic  terms  which  would  be  improved  by 
such  a  termination  are, — idiot  changing  to  idiotist,  and  cretin 
to  the  cretinist,  but  here  a  syllable  is  added  for  the  sake  of 
euphony.  Of  the  purely  neurologic  terms  which  might  be  in- 
cluded under  this  list  are  neurasthenist,  syphilitist,  apoplectist, 
while  the  suicidist,  the  homocidist,  the  microcephalist,  sitophobist, 
including  all  the  phobias,  hydrocephalist  and  like  terms  would  be  a 
distinct  advance  to  our  present  terminology. 

In  reference  to  the  adjective  termination  of  many  terms,  I  de- 
sire to  quote  from  Dr.  Wilder's  paper  on  the  Medical  Profession 
and  Simplified  Spelling :  ^  "  With  most  anglo-paronyms  of  Latin 
adjectives  ending  in  -icus,  the  omission  of  the  common  but  super- 
fluous, recently  acquired  and  wholly  unwarranted  -al ;  e.  g.,  ana- 
tomic and  neurologic  rather  than  anatomical  and  neurological,  is 
to  be  recommended. 

^  Buffalo  Medical  Journal,  January,  1907. 


WILLIAM    C.    KRAUSS.  315 

Let  me  at  once  forestall  adverse  criticism  by  three  concessions, 
(a)  In  a  few  cases,  e.  g.,  chemical,  medical  and  surgical  the  reten- 
tion of  the  ultima  does  not  render  the  entire  work  inconveniently 
long,  (b)  Altho  correct  in  form  medic  now  has  a  slangy  sound 
and  its  admission  to  scholarly  association  may  be  delayed  on  that 
ground,  (c)  In  official  documents  relating  to  associations  whose 
original  or  corporate  names  contained  the  -al,  it  may  be  necessary 
to  retain  it,  trusting  that  the  leading  linguistic  society  may  take 
the  initiative  in  titular  curtailment. 

Meantime  we  are  bound  to  regard  the  following  conditions : 
(i)  With  English  adjectives  the  termination  -al  alone  presupposes 
the  Latin  antecedent  -alis,  of  which  there  are  numerous  examples. 
The  termination  -ic  alone  presupposes  the  Latin  antecedent  -icus 
(Greek  -ikos),  and  of  this  there  are  numerous  examples.  But  the 
English  termination  -ical  presupposes  the  Latin  antecedent  -icalis, 
and  in  classic  Latin  this  does  not  occur  so  far  as  I  am  aware. 

When,  where  and  by  whom  there  were  evolved  the  perisso- 
grammatic  swarm  of  English  adjectives  in  -ical  I  know  not;  now, 
however,  we  say  public,  not  publical,  and  we  no  longer  follow 
Thackeray  with  heroical,  St.  John  with  epidermical,  or  Scott  with 
aristocratical  and  enthusiastical.  In  the  name  of  sound  etymology, 
economy  and  common  sense,  let  us  have  done  with  the  whole 
brood." 

The  adoption  of  this  suggestion  would  affect  particularly  the  ac 
terminals  and  render  maniacal  to  manic,  melancholiacal  to  melan- 
cholic. All  words  of  three  syllables  might  well  be  exempted  from 
this  change.  The  adjective  termi  choreatic  might  well  be  shortened 
to  choreic. 

The  three  suggestions  therefore  that  I  would  make  to  this  body 
are: 

(i)  To  change  the  ultima  of  all  terms  indicating  the  person 
afflicted  to  an  ist  termination,  whenever  this  can  be  done  without 
injuring  the  euphonic,  etymologic  inherent  rights  of  the  word. 

(2)  To  change  the  ical  adjective  ultima  in  all  words  of  more 
than  three  syllables  to  the  ic  ultima,  except  where  it  is  desirable  to 
retain  a  corporate  or  original  word  in  its  primitive  or  present 
form. 

(3)  To  adopt  a  uniform  ultima  of  a  or  ia  denoting  the  disease 
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itself  or  of  ism  denoting  a  condition  whenever  this  can  be  done 

without  sacrificing  any  of  the  orthographic  rights  of  the  word. 

Some  of  the  terms  which  would  be  modified  by  these  suggestions 

are : 

melancholia,  melancholic,  melancholist. 

paranoia,  paranoic,  paranoist. 

paresis,  paretic,  paretist. 

mania,  manic,  manist. 

All  the  compound  words  of  mania,  as  kleptomania,  megalo- 
mania, micromania,  macromania,  are  subject  to  the  same  changes. 


alcoholism, 

cocoainism, 

morphinism, 

onanism, 

idiotism, 

cretinism, 

suicide, 

homicide, 

neurasthenia, 

epilepsy, 

hysteria, 

hypochondria, 

chorea, 

syphilis, 

microcephalus. 

And  all  allied  terms. 


alcoholic, 

cocoainic, 

morphinic, 

onanic, 

idiotic, 

cretinic, 

suicidal, 

homicidal, 

neurasthenic, 

epileptic, 

hysteric, 

hypochondric, 

choreic, 

syphilitic, 

microcephalic, 


alcoholist. 

cocoainist. 

morphinist. 

onanist. 

idiotist. 

cretinist. 

suicidist. 

homicidist. 

neurasthenist. 

epileptist. 

hysterist. 

hypochondrist. 

choreist. 

syphilitist. 

microcephalist. 


THE  BORDERLAND  OF  INSANITY  IN  ITS  CLINICAL 

ASPECTS. 

By  JOHN  PUNTON,  M.  D.,  Kansas  City,  Mo., 
Professor  Nervous  and  Mental  Diseases,  University  Medical  College. 

Gentlemen:  In  selecting-  a  subject  fitting  this  occasion,  it 
seemed  I  could  do  no  better  than  invite  your  attention  to  a  theme 
which  cannot  fail  to  interest  not  only  the  alienist  and  neurologist, 
but  also  every  progressive  medical  practitioner.  While,  undoubt- 
edly, the  most  conspicuous  feature  of  modern  medical  progress 
lies  in  the  effort  to  bring  practical  psychiatry  into  closer  relation- 
ship with  general  medical  practice,  yet  much  still  remains  to  be 
done  before  the  close  alliance  which  exists  between  nervous  and 
mental  diseases  is  duly  recognized  and  given  that  amount  of  con- 
sideration by  the  general  medical  practitioner  it  richly  deserves. 

That  nervous  and  mental  diseases  are  alarmingly  prevalent  and 
widespread  is  very  clear  to  all  of  us,  indeed,  so  commonly  manifest 
in  American  life  and  conduct  have  the  essential  characteristics  of 
so-called  nervousness  become,  that  we  are  jeeringly  dubbed  by  the 
Europeans  as  a  race  of  neurotics.  That  this  European  criticism 
needs  no  defence  from  me  is  certain,  for  when  we  as  medical  men 
come  carefully  to  consider  the  superstrenuous  methods  associated 
with  our  educational,  professional,  political,  social  and  business 
life,  we  are  forced  to  acknowledge  the  reasonableness  of  its  appli- 
cation, besides  recognize  the  fitness  of  the  soil  to  produce  such  neu- 
rotic products.  Moreover,  in  a  bulletin  just  issued  by  the  United 
States  Census  Bureau,  we  are  informed  that  nervous  diseases  were 
responsible  for  more  deaths  during  the  past  four  years,  1900- 1904, 
than  from  any  other  class  of  disease. 

According  to  this  report,  no  less  than  301,876  persons  died  from 
some  nervous  disorder  during  this  period,  which  large  number  is 
even  greater  than  those  who  died  from  the  more  common  fatal 
tendencies  of  tuberculosis,  typhoid  fever,  pneumonia,  cancer  and 
even  the  epidemics  of  yellow  fever.  Those  of  you,  therefore,  who 
enjoy  an  extensive  practice  cannot  fail  to  be  impressed  with  the 
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large  number  of  persons  who  consult  you  concerning  some  ner- 
vous malady  or  unstable  condition  of  the  nervous  system,  which 
is  commonly  referred  to  by  them  as  general  nervousness.  Upon 
careful  examination,  however,  you  will  often  observe  that  asso- 
ciated with  this  nervous  instability  are  various  mental  perversions 
or  lack  of  mental  poise  which,  while  not  perhaps  the  equivalent  of 
insanity,  are  at  least  expressive  of  some  serious  central  cellular 
nervous  defect,  which  clearly  indicate  their  psychical  origin.  For 
instance,  such  persons  at  times  appear  exceedingly  moody  and 
vacillating  with  morbid  self  introspection  associated  with  vicious 
and  even  criminal  tendencies. 

Their  unreasonable  selfishness  or  jealous  impulsive  conduct  may 
also  render  them  very  difficult  to  properly  control,  or  even  advise ; 
while  their  foolish  extravagance  and  luxurious  dissipated  habits 
may  often  prove  the  source  of  much  annoyance  and  even  foster 
legal  complications.  Moreover,  they  may  present  miserly  tenden- 
cies which  may  cause  them  not  only  unduly  to  worship  the  golden 
calf,  but  even  sacrifice  their  lives  in  their  foolish  efforts  to  gain  and 
hoard  stacks  of  the  Almighty  Dollar.  Accompanying  these  var- 
ious psychological  features,  however,  it  is  also  not  incompatible 
for  such  persons  to  appear  intellectually  bright  and  precocious, 
quick  witted,  good  conversationalists  and  apparently  able  to  argue 
logically,  and  because  of  this,  their  alleged  rationality,  be  con- 
sidered by  the  general  public  as  perfectly  sane,  and  responsible, 
yet  present  to  the  educated  experienced  physician  certain  irrational 
clinical  psychological  manifestations,  which  at  once  stamp  them 
as  being  more  or  less  mentally  unbalanced,  or  at  least  unsound  in 
mind. 

Such  persons,  therefore,  clinically  present  as  part  of  their  so- 
called  nervousness  all  forms  and  degrees  of  mental  peculiarities 
and  often  by  their  strange,  eccentric  and  even  irritable  conduct 
become  the  source  of  great  anxiety  and  trouble  to  their  friends  and 
relatives,  who  in  their  sore  distress  appeal  quite  often  to  their 
family  physician  for  advice.  Hence  in  practical  medicine,  we  con- 
tend that  there  is  an  essential  difference  to  be  noted  between  actual 
insanity  and  unsoundness  of  mind.  Consequently,  while  there  are 
very  many  persons  who  appeal  to  us  for  the  relief  of  so-called  ner- 
vousness, and  who  by  reason  of  their  apparent  rational  conversa- 
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tion  are  regarded  as  perfectly  sane  and  responsible,  yet  owing  to 
some  central  cellular  cerebral  defect  are  certainly  technically  medi- 
cally speaking,  of  unsound  mind,  yet  because  of  this,  cannot  justly 
be  regarded  or  even  treated  as  lunatics. 

Savage  of  England  ^  in  a  recent  address  also  emphasizes  this 
point  and  regrets  that  the  English  Commissioners  in  Lunacy  fail 
to  recognize  the  important  difference  between  unsoundness  of 
mind  and  insanity,  by  still  maintaining  that  unsoundness  of  mind 
denotes  insanity.  This,  however,  would  seem  a  great  mistake  and 
full  of  error  beside  being  contrary  to  the  teaching  of  modern  scien- 
tific medical  investigation.  The  close  relationship,  therefore, 
which  exists  between  nervous  and  mental  diseases,  while  perhaps 
lacking  the  dignity  of  scientific  differentiation  or  exactness,  yet 
practically  speaking,  they  are  in  many  instances  to  be  regarded  as 
synonymous  terms.  Hence,  instead  of  pure  neuroses,  we  are  deal- 
ing in  the  vast  majority  of  cases  with  true  neuro-psychoses. 

Definition. — It  is,  therefore,  these  neuro-psychoses  or  those  mor- 
bid conditions  which  manifest  the  various  kinds  of  nervous  insta- 
bility plus  certain  peculiar  abnormal  mental  traits,  or  those  persons 
found  suffering  from  all  degrees  of  unsound  mental  poise,  the 
study  of  which  my  theme  contemplates,  rather  than  the  considera- 
tion of  those  afflicted  with  the  well-pronounced  types  of  mental 
alienation.  Such  persons,  therefore,  present  in  their  clinical  as- 
pects psychological  defects,  which  are  usually  considered  harmless 
or  of  too  trivial  a  nature  to  cause  any  special  alarm,  much  less 
medical  or  legal  restraint.  The  known  progressive  transitional 
character,  however,  of  such  lesions,  together  with  their  baleful 
influence  and  even  at  times  vicious  tendencies  upon  the  higher 
cerebral  functions,  render  such  mental  unsoundness  the  very  soil 
which  constitutes  the  borderland  of  insanity,  and  from  which  grow 
and  develop  all  forms  and  degrees  of  actual  insanity.  That  the 
clinical  field  embraced  by  these  dwellers  on  the  borderland  of  in- 
sanity is  a  very  large  and  varied  one  is  certain,  beside  presenting 
numerous  clinical,  pathological,  sociological  and  medico-legal 
problems  of  the  highest  order.  Hence,  their  scientific  classifica- 
tion is  necessarily  beset  with  extreme  difficulty  for  it  can  readily  be 
seen  that  as  the  faculties  of  the  mind  overlap  and  interlace  with 

^  British  Med.  Journal,  March  3,  1906. 
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each  other,  so  these  horderliners  in  their  clinical  aspects  present 
various  transitional  stages  which  greatly  modify  or  change  their 
symptom  grouping. 

Classification. — Any  system,  therefore,  of  their  classification  will 
necessarily  be  faulty  and  at  best  can  only  be  used  as  a  convenience. 
Long  continued  observation,  however,  and  vast  clinical  practical 
experience  would  seem  to  justify  the  recognition  of  at  least  five 
common  clinical  types  or  classes  of  persons  found  dwelling  on  the 
borderland  of  insanity.    They  are  as  follows : 

1.  The  adolescent  or  the  youthful. 

2.  The  emotional  or  phrenasthenic. 

3.  The  exhausted  or  psychasthenic. 

4.  The  prodigal  or  dissipator. 

5.  The  impulsive  or  the  vicious  borderliner. 

A  sixth  class  may  be  added,  known  as  the  senile  or  decadents, 
and  are  represented  by  those  old  persons  who  present  various 
morbid  conditions  commonly  recognized  as  second  childhood. 

Etiology. — Time  will  allow  but  a  brief  glance  at  each  of  these, 
and  in  their  consideration  it  is  sufficient  to  state  that  their  etiology 
may  consist  of  both  predisposing  and  exciting  factors  and  while 
perhaps  the  majority  are  subject  to  hereditary  defects,  yet  there 
are  many  who  by  virtue  of  their  constant  dissipation,  strenuous 
lives,  poverty  or  some  infection  may  readily  acquire  the  neuro- 
psychopathic state. 

Hence  the  causes  may  be  both  congenital  or  acquired,  intrinsic 
or  extrinsic,   and  subject  to  wide  variation. 

Symptomatology. — Moreover,  the  symptomatology  of  each 
class,  while  presenting  many  features  in  common,  have  others  in 
particular,  which  enables  the  clinician  not  only  to  differentiate  but 
recognize  certain  dominating  clinical  factors  which  at  least  afford 
a  basis  for  their  division  into  certain  classes. 

I.  The  Adolescent  or  the  Youthful. — Under  the  first  or  adoles- 
cent class  are  included  those  young  persons  who  suffer  primarily 
from  the  various  neurotic  conditions  common  to  youthhood  and 
the  pubescent  period,  such  as  epilepsy,  chorea,  hysteria  and  more 
especially  feeblemindedness,  hebephrenia,  catatonia  and  the  in- 
cipiency  of  dementia  precox.  In  this  class  are,  therefore,  to  be 
found  both  boys  and  girls  presenting  every  degree  of  nervous 
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weakness  and  mental  deficiency.  In  its  severe  forms,  however,  it 
presents  clinically  two  extremes,  viz. :  The  mentally  precocious 
or  prodigy,  and  the  mentally  backward  or  the  dullard,  commonly 
known  as  the  dunce.  Some  children  manifest  their  neuro-psycho- 
pathic  weakness  from  birth,  while  others  postpone  it  until  they 
reach  the  period  of  puberty,  when  it  is  noticed  that  they  begin  to 
lose  interest  in  their  studies,  home,  parents,  and  friends  and  be- 
come careless  and  indifferent  concerning  their  appearance  or  cloth- 
ing ;  may  even  become  morose,  sullen  and  greatly  depressed,  give 
way  to  the  habit  of  masturbation,  or  the  reading  of  trashy  novels 
and  quack  medical  literature,  and  in  this  way  get  false  notions 
concerning  themselves  and  disease.  Occasionally,  however,  they 
present  the  opposite  clinical  picture,  and  become  hilarious,  talka- 
tive, act  foolishly,  laugh  loudly,  without  adequate  cause,  turn 
against  their  parents  and  become  more  or  less  incorrigible  with  a 
tendency  to  viciousness,  and  even  to  commit  crime. 

Hence  the  adolescent  neuro-psychopath  becomes  a  gradual  fail- 
ure and,  what  was  once  a  lad  of  fine  promise,  now  becomes  a 
bitter  disappointment;  while  the  precocious  girl,  once  the  idol  of 
the  parents  for  her  quick  intellectual  resources,  now  appears  a 
prattling  child,  and  a  dismal  failure  in  everything  but  the  vege- 
tative functions.  Such  young  persons  rarely  reach  the  asylums, 
but  appeal  to  the  family  physician  for  relief,  and  what  to  do  for 
them  not  only  proves  a  troublesome  question  but  at  once  propounds 
one  of  the  most  difficult  medico-sociological  problems  of  the  age ; 
while  its  present  solution  by  the  majority  of  the  states  of  the 
Union,  although  apparently  humane  and  beneficent,  is  not  only  of 
doubtful  benefit,  but  to  this  class  becomes  at  once  their  greatest 
enemy,  as  is  shown  later  on. 

II.  The  Emotional  or  Phrenasthenic  Class. — The  second  or 
emotional  class  includes  those  persons  whose  feelings  are  not  sub- 
ject to  proper  control  and  whose  mentality  is  characterized  by 
emotional  instability,  weakness  of  will  power,  and  whose  craving 
for  sympathy  is  more  or  less  unrestrained.  Such  persons,  there- 
fore, present  every  degree  of  emotional  weakness  and  there  is 
usually  present  a  marked  diminution  in  their  field  of  consciousness 
which  becomes  circumscribed  or  limited  in  its  associative  func- 
tions, beside  a  deficient  will  power  which  again  leads  to  all  degrees 
21 
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of  loss  of  self  control.  The  chief  pathological  conditions  repre- 
sented in  this  class  are  the  hysterias  or  the  phrenasthenias,  the  hy- 
pochondrias, and  the  morbid,  jealous  and  erotic  states.  Hence  this 
borderland  is  chiefly  inhabited  by  young-  and  middle  aged  women, 
although  many  men  are  found  roaming  at  large  in  its  wide 
boundaries. 

The  predominant  clinical  characteristics  are  seen  in  an  exagger- 
ation of  the  personal  feelings  or  egoism  which  leads  to  selfishness 
and  prompts  deceit.  Hence  many  are  subject  to  severe  paroxysms 
of  bad  temper,  become  obstinate,  stuporous,  love  sick,  morbidly 
jealous,  and  erotic,  may  refuse  to  eat  or  drink,  become  rigid  or 
have  convulsions,  cry  and  laugh  without  good  cause  and  disown 
their  best  friends.  Associated  with  these  morbid  psychological 
manifestations  are  usually  all  kinds  of  disturbances  of  the  various 
mechanisms  of  the  nervous  system  which  give  expression  in  either 
a  loss,  perversion  or  exaltation  of  motion,  sensation,  reflex  action, 
vasomotor,  trophic  and  visceral  disorders ;  all  of  which  contribute 
to  the  emotional  neuro-psychopathic  clinical  syndrome.  Such  per- 
sons, also,  are  as  changeable  in  their  opinions  as  the  weather- 
cock, while  their  feelings  fluctuate  like  the  barometer.  As  a  class, 
they  are  exceedingly  unreliable  in  their  deportment,  while  their 
statements  often  lack  the  dignity  of  truth  and  justice. 

III.  The  Exhausted  or  Psychasthenic  Class. — Of  all  the  various 
neuro-psychopaths,  the  exhausted  or  psychasthenic  class  heads  the 
list  in  point  of  numbers  and  general  medical  interest.  They,  there- 
fore, appeal  more  often  to  the  general  medical  practitioner  for  re- 
lief than  any  other  class.  Among  its  chief  victims  are  included 
those  individuals  who  are  commonly  recognized  as  suffering  from 
neurasthenia  or  nervous  prostration,  but  in  addition  we  also  find 
those  who  present  undoubted  evidence  of  incipient  melancholia, 
paranoia,  the  infectious  or  toxic  psychoses  which  accompany  or 
follow  typhoid  fever,  pneumonia,  la  grippe,  and  other  acute  dis- 
eases, beside  those  persons  who  suffer  from  the  various  kinds  of 
sexual  perversions.  The  chief  clinical  characteristics,  however,  of 
this  class  are  seen  in  all  degrees  of  strain  and  exhaustion  of  the 
various  functions  of  the  nervous  system  and  the  consequent  effects 
upon  the  physical  and  mental  constitution  of  the  individual. 
Hence  the  symptoms,  while  protean  in  character,  are  largely  of  a 
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subjective  character.  While  the  sufferers  in  this  class  are  usually 
men  and  women  of  bright  intellects  and  possessing  the  power  of 
rational,  logical  conversation,  yet  clinically,  they  betray  their 
neuro-psychological  weakness,  more  especially  in  their  morbid  self 
introspection,  unreasonable  demands,  and  abnormal  conduct. 

The  sufferers  are  mainly  recruited  from  the  ranks  of  the  pro- 
fessions, and  those  engaged  in  all  kinds  of  mercantile  pursuits,  as 
well  as  those  who  are  subject  to  severe  mental  and  physical  strains, 
exposure,  privation  and  all  forms  of  social  dissipation.  Such  per- 
sons, therefore,  represent  the  pernicious  result  and  penalties  accru- 
ing from  the  superstrenuous  habits  common  to  American  business 
life,  or  those  elements  which  lead  men  and  women  to  fret  and 
worry  unduly,  or  cause  them  to  live  at  high  tension.  Refusing  to 
take  sufficient  time  to  eat,  sleep  or  enjoy  any  form  of  recreation, 
they  ignore  and  abuse  the  calls  of  nature  and  sooner  or  later  suffer 
the  penalty  by  spending  sleepless  nights,  complain  of  their  stom- 
ach, bowels  and  other  visceral  disorders ;  are  weak  and  irritable, 
worry  over  trifles,  become  greatly  disturbed  in  both  mind  and 
body ;  thus  morbidly  watch  themselves  and  readily  entertain  false 
ideas  about  diseases,  drugs  and  doctors.  Hence  they  become  diet 
cranks,  health  cranks,  religious  faddists  or  suffer  from  obsessions 
of  various  kinds.  Often  their  chief  occupation  is  talking  about 
themselves  and  their  ailments,  while  their  sexual  misgivings  lead 
them  to  believe  they  have  lost  their  manhood  or  womanhood. 

Their  psychological  weakness  also  causes  them  to  suffer  from 
all  kinds  of  doubts,  fears  and  impulsions,  while  their  vacillating 
moods  and  suggestible  nervous  instability  render  them  easy  prey 
for  quacks  and  quackery,  beside  causing  them  to  became  the  most 
willing  victims  to  the  knife  of  the  unscrupulous  surgeon.  Hence 
many  believe  in  operations,  although  after  submitting  to  them, 
they  rarely  relieve  their  alleged  mental  and  physical  suffering. 
Many  are  also  found  to  be  devoted  worshippers  of  the  golden  calf, 
and  their  love  of  the  Almighty  Dollar  is  often  the  responsible 
agent  for  their  nervous  bankruptcy.  Unwholesome  ambition  to 
succeed,  combined  with  strains  and  dissipation  of  all  kinds  com- 
plete a  trio  of  etiological  factors  which  are  found  associated  with 
all  forms  of  psychasthenia. 

All  degrees  of  delirium,  confusion  and  stupor  due  largely  to 
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auto-infection  or  some  other  poison  are  also  common  manifesta- 
tions of  the  exhausted  clinical  syndrome,  while  suspicious  fear  of 
persecution  and  other  apprehensions  resulting  from  such  etiologi- 
cal factors  while  often  capable  of  control  and  even  removal  by 
logical  methods  of  reasoning,  yet  when  neglected  may  become 
morbid  fixed  ideas,  thus  constituting  the  incipient  basis  of  the  var- 
ious toxic  psychoses  as  well  as  the  inception  of  true  paranoia. 

As  a  class  they  are  exceedingly  troublesome  and  difficult  to 
manage,  while  their  sane  insanity  renders  them  free  from  all  medi- 
cal or  legal  restraint. 

IV.  The  Prodigal  or  Dissipating  Class. — The  fourth  or  prodi- 
gal class  includes  the  dissipator  or  those  neuro-psychopaths  who 
by  virtue  of  their  mental  unsoundness  more  often  stray  from  the 
paths  of  rectitude  and  become  the  victims  of  all  forms  of  tempta- 
tion and  licentiousness.  Hence  we  find  living  on  this  borderland, 
those  who  indulge  in  periodical  sprees  or  the  inebriate,  the  reck- 
less, sporting  libertine,  the  drug  habitues,  as  well  as  those  who  in- 
dulge in  all  forms  of  sexual  excess.  Thus  they  run  venereal  risks 
and  are  very  liable  to  contract  syphilis.  Ordinarily,  they  are  con- 
sidered good  fellows,  are  fond  of  company  and  go  in  for  a  good 
time  generally.  Such  persons  take  life  easy  and  are  usually  free 
with  their  money,  frequent  the  clubs,  hotels,  saloons,  theatres,  and 
other  places  of  amusement  to  excess,  and  are  fond  of  singing  and 
music,  besides  enjoy  prize  fights  and  betting,  as  well  as  are  unduly 
interested  in  all  kinds  of  athletic  sports. 

They  also  smoke  incessantly,  eat  irregularly  and  are  high  livers. 
Their  college  education  sometimes  serves  them  well  in  business, 
while  their  inherited  fortune  often  saves  them  from  premature 
bankruptcy.  Socially  speaking,  they  are  usually  popular  business 
men,  first-class  mechanics,  and  high  strung  women  of  more  than 
average  ability  and  beauty.  Often  their  dissipated  habits  are 
excused  on  account  of  their  friendly  nature,  or  possible  diplomatic 
business  aptitude  and  superior  talents.  From  a  clinical  stand- 
point, this  class  contributes  many  of  those  who  suffer  from 
inebriety  or  delirium  tremens,  and  other  forms  of  alcoholism ;  the 
incipient  forms  of  general  paresis,  cerebral  and  other  forms  of 
nervous  syphilis ;  besides  those  who  suffer  from  the  various  drug 
addictions.     This  borderland,  therefore,  includes  a  very  large  and 
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growing  class  of  neuro-psychopaths,  whose  clinical  features  vary 
considerably  and  whose  proper  legal  and  medical  control  is  at 
the  present  time  exceedingly  lax  and  unsatisfactory. 

V.  The  Fifth  or  Impulsive  Class. — The  fifth  class  includes  those 
persons  whose  neuro-psychopathic  tendencies  lead  them  into  all 
forms  of  impulsive  and  even  vicious  conduct.  Hence,  they  clini- 
cally present  all  kinds  of  morbid  propensities,  as  to  steal,  lie,  cheat, 
drink,  blaspheme,  set  on  fire,  and  even  commit  suicide  and  homi- 
cide, thus  presenting  all  degrees  of  incorrigibility  and  other  vicious 
forms  of  behavior.  Such  persons  are,  therefore,  known  technically 
as  kleptomaniacs,  dipsomaniacs,  pyromaniacs,  nymphomaniacs, 
etc.  As  a  class,  they  represent  the  more  serious  degrees  of  mental 
unsoundness,  hence  are  nearer  suffering  from  actual  insanity  than 
those  belonging  to  the  other  classes.  Moreover,  their  lack  of  inhi- 
bition often  represents  the  hidden  secret  of  a  sensational  divorce 
suit  or  a  newspaper  mysterious  suicide  or  homicide.  While  this 
borderland,  like  its  progenitors,  presents  every  degree  of  serious- 
ness, yet  fortunately  it  is  not  as  numerically  populated  as  the 
classes  already  considered.  Owing,  however,  to  varying  intervals 
of  rational  conduct  (their  weakness  appearing  ofttimes  only  in 
paroxysms  of  short  duration)  they  are  the  most  difficult  to  con- 
trol of  all  the  neuro-psychopaths,  and  because  of  their  vicious  and 
even  criminal  tendencies  require  more  absolute  surveillance  than 
any  other  class  of  borderliners.  Owing,  however,  to  their  sup- 
posed reasoning  ability  and  rationality,  few  courts  are  willing  to 
adjudge  them  insane.  The  inability  to  legally  enforce  the  medical 
principle  of  absolute  isolation  in  such  cases,  therefore,  proves  a 
serious  stumbling  block  to  their  prognosis,  besides  often  works  a 
great  hardship  to  their  friends  and  relatives  as  well  as  the  family 
physician. 

DIFFERENTIAL    DIAGNOSIS. 

In  thus  describing  the  chief  clinical  characteristics  of  those  who 
dwell  on  the  borderland  of  insanity,  my  remarks  may  appear  to  be 
of  such  a  general  and  far-reaching  character  that  you  may  be 
tempted  to  offer  the  criticism  that  the  clinical  pictures  thus  pre- 
sented could  at  least  in  some  of  their  aspects  be  made  to  apply  to 
the  great  majority  of  mankind,  and  which  in  a  measure  may  be 
true.     But  it  is  the  degree  of  damage  existing  in  the  higher  con- 
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trolling  centers  of  the  brain  or  the  excess  indulged  in  any  direction 
together  with  all  the  facts  belonging  to  the  family  and  personal 
life  history  of  the  patient  upon  which  the  diagnosis  of  mental  un- 
soundness is  based,  rather  than  upon  any  one  particular  mental 
peculiarity  or  even  set  of  circumstances.  From  this  standpoint,  if 
time  and  your  patience  allow,  it  would  be  easy  for  me  to  multiply 
reports  of  cases  taken  from;  my  clinical  records  which  would  justly 
fit  each  class  described,  and  in  which,  v/hen  made  familiar  with  all 
the  facts  and  circumstances  surrounding  them,  you  would  readily 
discover  that  while  they  presented  many  features  in  common  with 
the  average  individual,  even  to  the  extent  of  rational  conversation, 
yet  there  would  be  sufficient  evidence  forthcoming  to  convince  any 
one  that  the  clinical  syndromes  presented  not  only  furnish  ample 
evidence  of  mental  unsoundness,  but  also  that  each  of  them  would 
come  strictly  within  the  boundaries  of  borderland  insanity. 

In  this  connection,  it  would,  therefore,  seem  that  having 
sketched  somewhat  imperfectly  perhaps  the  more  common  clinical 
aspects  as  they  appear  to  me,  of  those  persons  found  dwelling  on 
the  borderland  of  insanity  or  those  unfortunates  who  exhibit 
undoubted  evidence  of  unsoundness  of  mind,  it  would  seem  evi- 
dently fitting  for  me  to  now  enlarge  upon  the  chief  pathological 
processes  which  underlie  all  such  abnormalities  as  well  as  define 
their  psychological  significance.  Much  as  I  am  tempted  to  indulge 
in  the  pleasure  of  such  a  task,  time  forbids,  so  will  pass  on  to 
consider  other  matters  of  equal  importance,  as  I  cannot  close  with- 
out directing  your  attention  to  at  least  two  very  significant  medico- 
legal factors  which  play  a  very  important  role  in  not  only  the 
proper  care  and  treatment  of  such  persons  but  also  in  the  progno- 
sis and  prophylaxes  of  mental  unsoundness,  viz. :  The  inadequacy 
of  the  common  law  to  deal  with  such  persons  beside  the  great  need 
of  better  state  provision  being  made  in  their  behalf. 

How  often  have  you  as  medical  practitioners  been  placed  in 
the  predicament  of  fully  recognizing  the  need  of  providing  mild 
restraint  or  isolation  for  your  neuro-psychopathic  patient,  yet 
not  prepared  to  go  into  court  and  testify  under  oath  to  his  or  her 
insanity.  As  it  now  stands  the  common  law  in  most  states  makes 
no  provision  whatever  for  the  proper  medical  care  and  protection 
of  that  vast  multitude  who  are  now  dwelling  on  the  borderland  of 
insanity. 
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Hence  the  family  physician  is  greatly  handicapped  in  his  efforts 
to  apply  the  scientific  principles  of  treatment  embodied  in  modern 
practical  psychiatry.  All  competent  medical  authority  agrees  that 
the  primary  conditions  of  success  in  the  treatment  of  such  persons 
is  the  substitution  of  new  for  old  environments,  wise  medical  care 
and  treatment,  coupled  with  mild  restraint  and  discipline  with 
more  or  less  isolation  from  home  and  friends,  and  if  these  princi- 
ples can  be  enforced  early,  the  prospects  of  a  speedy  recovery  is 
greatly  enhanced.  How,  I  ask,  can  the  medical  practitioner  under 
the  present  social  and  legal  status,  enforce  such  urgent  scientific 
principles  in  the  average  case^  The  inability,  however,  to  legally 
enforce  the  medical  principles  of  isolation  or  mild  restraint  by  the 
physician  often  proves  a  serious  stumbling  block  to  the  prognosis 
of  his  neuro-psychopathic  patient,  beside  works  a  great  hardship 
to  many  v/ho  by  virtue  of  kinship  or  social  ties  are  brought  more 
or  less  into  their  close  personal  relationship. 

Especially  is  this  true  of  those  found  suffering  from  incipient 
melancholias,  neurasthenias,  hysterias,  psycho-somatasthenias,  the 
inebriates,  drug  habitues,  and  other  dissipators,  beside  those 
youths  who  suffer  from  the  various  hereditary  and  acquired  ner- 
vous defects,  which  lead  them  to  become  more  or  less  incorrigible 
or  display  vicious  and  even  criminal  tendencies.  Such  persons 
through  lack  of  proper  early  legal  restraint  are  more  liable  to  com- 
mit suicide,  enter  into  some  unfortunate  marriage  relation  or  get 
into  the  clutches  of  criminal  and  civil  law,  and  finally  land  in 
either  the  reform  school,  penitentiary  or  the  insane  asylum,  thus 
becoming  a  ward  of  the  state  possibly  for  the  rest  of  their  lives. 

If  it  be  true  that  insanity  in  its  incipiency  is  most  curable  and 
extremely  susceptible  to  prevention  when  subject  to  early  appro- 
priate treatment,  as  physicians  and  conservators  of  public  health, 
it  would  seem  that  our  highest  duty  demands  that  we  at  least 
attempt  to  have  removed  all  obstacles  that  interfere  with  the  judi- 
cious application  of  these  important  medical  truisms,  to  those 
suffering  from  borderland  insanity. 

The  legal  necessity  which  now  obtains,  compelling  the  unfor- 
tunate sufferer  from  any  form  of  mental  unsoundness  to  be 
adjudged  insane  before  receiving  state  or  private  aid  or  medical 
care,  often  exacts  a  severe  hardship  upon  many  who  deserve  more 
lenient  consideration.    This  is  very  apparent  when  I  cite  but  one 
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example  with  which,  no  doubt,  you  are  all  familiar :  As  it  now 
stands,  the  only  provision  made  for  mentally  defective  children  in 
many  of  the  States  is  the  state  feebleminded  institutions,  or 
colonies,  into  which  are  often  dumped  the  epileptic,  the  imbecile, 
all  forms  of  dementia  and  other  undesirable  incurable  insane  con- 
ditions, including  even  the  dribbling  idiot.  Such  an  environment 
cannot  fail  to  prove  not  only  a  serious  handicap  but  absolutely 
harmful  to  many  children  who  are  justly  entitled  to  better  pro- 
vision from  the  state,  and  whose  borderland  mental  condition 
demands  a  hospital,  free  from  such  associations,  beside  the  best 
medical  care  and  attention,  yet  who  by  force  of  present  circum- 
stances are  compelled  to  accept  the  only  means  offered  them  which 
in  spite  of  its  charitable  aspect  cannot  fail  to  be  to  many,  an  enemy 
in  disguise. 

The  same  law  obtains  in  all  the  rest  of  the  borderland  mental 
conditions,  more  especially,  however,  when  applied  to  the  poorer 
classes,  and  what  to  do  for  those  found  suffering  from  incipient 
forms  of  melancholia,  neurasthenia,  hysteria,  psychasthenia,  epi- 
lepsy, the  different  forms  of  inebriety,  drug  addictions  and  those 
nervous  conditions  associated  with  incorrigibility  and  even  crimi- 
nal tendencies,  proves  to  be  one  of  the  most  difficult  problems 
which  now  confronts  the  medical  practitioner.  Unless  the  patient 
happens  to  be  financially  able  to  provide  for  himself  private,  proper 
and  appropriate  medical  care,  he  is  usually  doomed  to  neglect  or 
even,  when  such  are  unwilling  to  submit  to  certain  restrictions, 
they  gradually  merge  into  incurable  conditions,  rather  than  con- 
form to  the  legal  necessity  of  being  adjudged  insane,  with  all  its 
supposed  disgrace.  Hence  the  practical  need  of  state  sanitariums, 
or  psychopathic  hospitals  built  expressly  for  the  reception  and 
treatment  of  those  who  are  now  dwelling  on  the  borderland  of 
insanity,  where  the  rules  of  admission  are  destitute  of  all  the 
present  objections  of  legal  commitment,  is  not  only  a  pressing  need 
but  an  absolute  necessity.  The  recent  movement  also  in  our  larger 
cities  to  make  special  provision  for  such  persons  in  the  large  city 
general  hospitals  is  a  step  in  the  right  direction  and  deserves  our 
most  hearty  co-operation  and  support. 

The  failure  of  enforcement  of  early  appropriate  treatment  due 
to  inadequate  legal  provision  is  no  doubt  largely  the  responsible 
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agent  for  many  of  those  unfortunates  who  are  now  legally  com- 
pelled to  spend  the  rest  of  their  days  in  the  state  insane  hospital. 
As  an  economical  as  well  as  a  humane  measure,  therefore,  the 
various  states  of  the  Union  could  well  afford  to  provide  psycho- 
pathic or  detention  hospitals  where  the  mentally  unsound  or  the 
presumably  curable  borderliner  could  receive  such  early  appro- 
priate medical  care  and  treatment  they  richly  deserve  without 
being  compelled  to  be  adjudged  insane  or  subject  to  the  many 
objectionable  features  which  now  beset  their  legal  commitment. 
By  such  action  the  percentage  of  recoveries  would  be  greatly 
increased  while  the  pecuniary  gain  to  the  state,  in  not  having  so 
many  incurable  insane  to  keep  for  the  rest  of  their  lives,  would 
more  than  provide  sufficient  funds  to  build  and  even  maintain  such 
hospitals.  Moreover,  the  present  inadequacy  of  law  to  meet  the 
demands  of  modern  medical  experience  is  sufficient  to  urge  the 
necessity  of  the  votaries  of  these  two  noble  professions  to  confer 
with  each  other  in  an  official  capacity  with  full  power  to  adjust 
and  amend  existing  laws  to  meet  the  various  delinquent  medical 
exigencies  of  the  age. 

The  present  unsatisfactory  and  even  humiliating  methods  now 
in  force  concerning  the  obtaining  so-called  medical  expert  opinion 
and  their  conflicting  testimony  in  courts  of  law,  more  especially 
where  insanity  is  urged  as  a  plea  in  defence  for  crime,  is  sufficient 
to  show  the  need  of  reform  in  this  direction.  The  practical  result 
of  such  a  conference  could  scarcely  fail  to  meet  with  the  hearty 
approval  of  the  leaders  of  both  the  professions  of  law  and  medi- 
cine, besides  meet  the  urgent  needs  of  many  who  are  now  dwelling 
on  the  borderland  of  insanity.  Dr.  Henry  R.  Stedman,  of  Boston, 
in  his  recent  presidential  address  before  the  American  Neurologi- 
cal Association  not  only  emphasizes  the  importance  of  needed 
medico-legal  reforms  but  also  says,  "  That  we  as  a  profession  do 
not  sufficiently  realize  that  there  is  a  department,  so  to  speak,  of 
practical  psychiatry,  which  is  as  yet  undeveloped.  It  comprises 
the  outside  non-hospital  cases,  some  of  them  insane,  others  of 
defective  breaking  down  or  hopelessly  weakened  mind,  and  others 
on  the  borderland  of  vice,  crime  and  mental  unsoundness.  Their 
needs  are  distinct  and  for  whom  sequestration  in  the  hospital  is 
recognized  as  the  only  practicable  and  humane  provision."     The 
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only  hope  that  is  in  sight  for  checking  the  increase  of  insanity  lies 
in  its  prophylaxes,  and  the  neurologist  and  the  family  physician 
have  exceptional  opportunities  for  observation  and  study  of  its 
initial  stages,  at  which  time  alone  it  is  possible  to  avert  or  defer 
the  attack.  Extensive  practical  experience  would  seem  to  show 
that  bad  heredity,  inadequacy  of  law,  privation  and  all  kinds  of 
dissipation  including  alcohol,  syphilis  and  other  poisons,  form  an 
etiological  quartet,  which  are  inseparably  linked  in  some  way  or 
other  with  all  the  various  manifestations  of  neuro-psychopathy, 
and,  therefore,  constitute  the  greatest  enemies  of  those  who  suffer 
from  either  the  congenital  or  acquired  forms  of  mental 
unsoundness. 

In  conclusion,  it  would,  therefore,  seem  that  such  a  common 
national  nervous  weakness  deserves  more  serious  consideration  and 
practical  attention  from  both  the  legal  and  medical  professions 
than  that  which  it  has  so  far  received. 

As  these  causes  are  subject  to  certain  laws  and  restrictions 
beside  largely  voluntary  in  character  or  come  within  the  power  of 
individual  choice  to  change  or  amend,  they  are,  therefore,  to  a 
large  extent  preventable,  or  at  least  by  proper  surveillance  can  be 
rendered  for  the  most  part  innocuous.  Hence  it  is  hoped  that  this 
address  may  be  the  means  of  stimulating  a  more  earnest  zeal  and 
enthusiastic  interest  in  the  welfare  of  those  unfortunates  who,  by 
virtue  of  some  congenital  or  acquired  condition,  suffer  from  the 
various  kinds  of  mental  infirmity  or  borderland  insanity. 


A  FEW  FALLACIES  IN  THE  TREATMENT  OF 
EPILEPSY  BY  DRUGS. 

By  a.  L.  SKOOG,  M.  D., 

Pathologist  and  Assistant  Physician,  Woodcroft  Hospital,  Pueblo,  Colo.; 
formerly  First  Assistant  Physician  in  the  Kansas  State  Hospital  for 
Epileptics. 

Many  diseases  in  the  course  of  their  histories  have  had  ad- 
vanced as  a  cure  a  number  of  agents  not  seriously  considered 
for  any  length  of  time  by  the  average  physician  and  soon  rele- 
gated to  forgotten  attics.  Epilepsy  is  no  exception  to  this  state- 
ment, for,  known  since  the  early  days  of  civilization  by  a  number 
of  different  names,  it  has  had  advocated  during  the  various  his- 
torical periods  many  new  therapeutic  agents  or  systems  to  cure 
or  improve  the  patient.  It  is  perhaps  not  a  poorly  conceived  idea 
to  occasionally  critically  consider  some  of  the  remedies  recom- 
mended in  text-books,  monographs,  and  articles  in  current  medi- 
cal journals,  and  the  object  of  this  paper  is  to  report  some  obser- 
vations which  are  not  entirely  in  accord  with  those  related  by 
the  advocates  of  the  drug. 

Epilepsy  with  its  many  known  etiological  factors  and  a  greater 
number  of  obscure  or  unknown,  and  no  clearly  defined  morbid 
anatomical  findings  applicable  to  all  types,  can  at  this  time  best  be 
considered  as  specified  by  many  neurologists  as  a  group  of  closely 
allied  disorders  with  recurrent  attacks  of  alteration  or  loss  of 
consciousness  and  motor  function.  The  pathology  has  made 
some  progress  during  the  past  few  years.  It  points  without 
much  doubt  to  the  brain  as  the  location  of  the  trouble,  whether 
from  a  microscopic  or  macroscopic  organic  alteration  more  or 
less  general  or  localized,  or  some  intrinsic  or  extrinsic  toxic 
substance  acting  through  the  circulation  upon  the  cerebral  tissues. 

Many  of  the  treatments  outlined  for  the  epileptic  are  em- 
pirical. If  a  drug  be  prescribed  it  is  not  given  on  account  of 
some  etiological  discovery  or  morbid  physiological  or  anatomical 
finding,  but  because  it  has  been  recommended  or  proven  of  value 
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in  some  previous  clinical  application.  Until  the  pathology  shall 
have  been  established  definitely  for  all  the  epilepsies  we  perhaps 
will  be  justified  in  attempting  some  of  the  empirical  therapeutic 
methods. 

It  is  not  wise  to  conclude  that  a  certain  remedy  is  a  cure 
merely  from  the  fact  that  one  patient  apparently  has  been  restored 
or  much  improved.  Nor  should  we  infer  without  reserve  that 
the  drug  is  of  no  value  because  it  has  failed  in  a  single  case.  At 
the  same  time  that  some  line  of  drug  therapy  has  been  instituted 
often  hygienic  measures  and  regulation  of  diet  and  habits  were 
inaugurated,  thus  complicating  the  distribution  of  credit  for  the 
improvement  or  restoration. 

In  view  of  the  fact  that  epilepsy  is  not  a  single  disease  entity, 
at  least  not  dependent  upon  any  one  etiological  factor,  it  is  safe 
to  believe  that  no  individual  remedy  will  be  discovered  that  can 
ameliorate  the  symptoms  or  restore  the  patient  in  every  case. 
Diphtheria,  a  disease  with  a  single  etiological  factor,  had  recom- 
mended a  few  years  ago  a  great  many  different  drugs  for  internal 
and  local  use.  To-day,  since  the  discovery  of  the  diphtheritic  anti- 
toxin serum  by  Behring  directed  against  the  cause  of  the  disease, 
few  other  measures  are  required  in  uncomplicated  cases.  As 
our  etiological  and  pathological  knowledge  of  the  various  groups 
of  epilepsies  increases,  the  use  of  empirical  remedies  should 
accordingly  decline. 

The  exposition  of  an  old  error  is  in  many  instances  of  equal 
importance  with  the  presentation  of  newly  discovered  or  rejuve- 
nated scientific  facts.  Following  are  given  personal  experience 
and  observations  with  eight  drugs  each  of  which  was  tried  in  a 
number  of  cases  of  epilepsy. 

Sodium  Borate. — Sodium  borate  has  been  recommended  by 
several  authorities  as  having  much  beneficial  effect  in  certain 
cases  of  epilepsy,  but  none  claiming  that  patients  were  cured. 
Its  use  was  first  reported  by  Gowers  in  his  Goulstonian  Lectures 
for  1879,  since  which  time  several  physicians  have  given  the  drug 
a  trial.  He  does  not  compare  it  with  the  bromides.  The  dosage 
is  given  as  i  to  2  grams  two  or  three  times  per  day,  occasionally 
as  high  as  8  grams  being  used  for  short  periods.  He  recommends 
its  alternate  use  with  a  bromide  for  some  patients,  or  in  combina-. 
tion,    in   which   event   smaller   doses   of  borax   are  to  be   used. 
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Gowers  has  reported  several  cases  that  seem  to  have  been  con- 
siderably improved.  Among  them  is  cited  one  of  infantile 
epilepsy  of  i6  years  duration  where  a  bromide  had  given  nega- 
tive results.  Oxide  of  zinc  and  tincture  of  perchloride  of  iron 
respectively  were  given  for  a  short  period  with  a  slight  improve- 
ment following  each.  Then  borax  was  given  with  good  results 
for  a  few  days  only  after  which  the  dosage  was  increased  from 
lo  to  12  grains  and  5  minims  tincture  of  gelsemium  added.  No 
seizures  occurred  during  a  period  of  observation  of  16  months. 
In  this  case  we  can  not  allow  a  restoration  to  be  attributed  to 
sodium  borate  without  a  challenge.  The  period  of  freedom  from 
seizures  is  too  short  for  rendering  a  statement  that  a  cure  has 
taken  place.  The  convulsions  may  have  ceased  on  account  of 
the  depressing  action  of  the  gelsemium,  hygienic  measures  em- 
ployed, or  developmental  changes. 

Spratling  in  his  book,  "  Epilepsy  and  Its  Treatment,"  reports 
ten  carefully  selected  cases  treated  with  borax  of  which  three 
showed  a  reduction  in  the  number  of  seizures.  He  states  that 
a  gastro-intestinal  irritation  occurred  in  nearly  all  the  cases  and 
several  were  attacked  with  furunculosis. 

In  1904  J.  Hoppe  in  an  article  in  the  Berliner  Klinische 
Wochenschrift  gave  12  cases  treated  with  sodium  borate  of  which 
five  received  some  benefit. 

Fere,  with  a  group  of  22  cases  under  borax  treatment,  stated 
that  three  showed  some  improvement. 

The  writer's  experience  is  confined  to  13  cases  treated  with 
sodium  borate,  none  of  which  showed  any  definite  improvement. 
The  patients  were  all  well  established  epileptics  most  of  whom 
had  at  one  time  or  another  been  under  bromide  medication.  They 
were  largely  so-called  idiopathic  epileptics.  The  dosage  ranged 
from  I  to  3  grams  t.  i.  d.  No  cases  of  diarrhoea  or  furunculosis 
were  produced.  The  only  toxic  symptom  observed  at  any  time 
was  a  mild  gastritis  produced  in  two  of  the  patients.  Thus  I  am 
led  to  believe  that  too  much  has  been  claimed  regarding  borax 
in  the  treatment  of  epilepsy  and  would  discourage  its  use. 

Sodium  Nitrite. — Sodium  nitrite  was  originally  advocated  by 
some  American  physicians.  Gowers,  in  his  second  edition  of 
''  Epilepsy  and  Other  Convulsive  Disorders,"  writes  with  favor 
of  nitroglycerine,  whose  physiological  action  is,  with  the  excep- 
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tion  of  being  more  fleeting,  about  the  same  as  sodium  nitrite. 
He  reports  three  cases  treated  with  glonoin,  of  which  only  one 
had  been  observed  sufficiently  long  following  the  cessation  of 
treatment  to  justify  a  conclusion  having  some  value.  Two  had 
ceased  having  seizures  for  respectively  three  and  six  months 
only  and  were  still  under  treatment.  Wherry  claims  to  have  had 
good  results  from  the  sodium  nitrite  treatment.  A  few  other 
favorable  reports  have  appeared. 

Thirty-one  patients  with  different  types  of  epilepsy  were 
selected  for  a  course  of  sodium  nitrite  therapy.  The  dosage 
ranged  from  12  to  36  eg.  t.  i.  d.  over  periods  of  two  to  five  months. 
Few  physiological  and  no'  toxic  effects  were  observed.  In  no 
case  was  the  number  or  severity  of  the  seizures  altered.  This 
is  an  extremely  poor  result,  especially  when  compared  with 
some  that  have  been  reported.  From  these  cases  no  other  con- 
clusion can  be  drawn  than  that  sodium  nitrite  has  no  value  in  the 
treatment  of  epilepsy. 

Chlorefone. — It  is  entirely  natural  that  chloretone,  tri-chlor- 
tertiary-butyl  alcohol,  with  its  well  marked  depressing  action 
upon  the  nervous  system,  should  be  recommended  in  the  treat- 
ment of  epilepsy.  The  drug  in  sufficiently  large  doses  can  pro- 
duce complete  anesthesia. 

Spratling,  in  his  book  on  epilepsy,  devotes  some  space  to  chlore- 
tone, but  cautions  against  the  possible  toxic  effects  evidenced  by 
somnolence,  headache,  and  vertigo.  G.  C.  Basset,  in  the  Ameri- 
can Medical  Compend,  reports  two  cases  that  were  benefited. 
Weeks  read  a  paper  before  the  National  Association  for  the 
Study  of  Epilepsy,  in  November,  1903,  at  Philadelphia,  in  which 
he  reported  the  treatment  in  six  cases,  all  of  which  showed  a 
greater  or  less  degree  of  improvement  regarding  the  average 
number  of  seizures  and  two  patients  showed  a  marked  gain  in 
their  capacity  for  mental  and  physical  work. 

Ten  chosen  cases  in  the  Kansas  Hospital  for  Epileptics  were 
given  from  .34  to  i  gram  per  day  for  from  a  few  weeks  to  four 
months.  None  showed  any  reduction  in  the  number  of  their  seiz- 
ures. Two  patients  developed  distinct  toxic  effects  evinced  by 
mental  and  physical  symptoms  of  somnolence,  depression,  head- 
ache, coated  tongue,  loss  of  appetite  and  weight.  In  my  opinion 
chloretone  has  no  real  place  in  the  list  of  remedies  for  the  epileptic. 
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Solanum  Carolinense. — ^Napier  of  South  Carolina  introduced 
to  the  profession  solanum  caroHnense  for  the  treatment  of 
epilepsy.  It  is  said  to  have  been  employed  first  by  the 
native  negroes  for  fits.  N.  Clayton  Trush  writes  on  the  drug  in 
the  Philadelphia  Medical  Journal  of  May  3d,  1902,  reciting  25 
patients  treated  with  encouraging  results.  Spratling  has  reported 
in  his  book  on  epilepsy  two  groups  of  cases  treated  with  solanum ; 
the  first  with  18  patients  resulted  in  a  reduction  of  the  number 
of  seizures  in  six,  the  second  with  eight  patients  gave  entirely 
negative  results.  Several  other  favorable  reports  have  been  pub- 
lished in  all  of  which  it  is  advised  to  begin  with  4  gram  doses 
of  the  fluid  extract  and  increase  the  dosage  until  the  physiological 
effect  has  been  produced. 

Four  cases  were  treated  and  observed  by  the  writer  with 
negative  results  in  each  one.  The  patients  were  of  the  grand 
mat  type,  having  a  number  of  seizures  per  month.  The  fluid 
extract  of  the  root  and  berry  was  given  in  increasing  doses 
ranging  as  high  as  125  cc.  t.  i.  d.,  with  neither  psysiological  nor 
toxic  symptoms  appearing.  No  change  in  the  type  or  average 
number  of  seizures  occurred.  From  these  observations  I  would 
conclude  that  the  physiological  activity  of  the  drug  is  feeble, 
toxic  symptoms  are  not  readily  produced  if  at  all,  and  that  it 
is  a  failure  in  the  treatment  of  epilepsy. 

Oenanthe  Crocata. — Oenanthe  crocata,  an  eclectic  preparation 
placed  on  the  market  by  Lloyd  Bros,  of  Cincinnati,  was  recom- 
mended to  me  by  a  regular  general  practitioner.  He  related 
several  gratifying  results  which  interested  me  sufliciently  to  ex- 
periment with  the  drug.  I  have  since  come  to  the  conclusion 
that  his  powers  of  observation  were  defective,  that  he  had  pecuni- 
ary interests  in  the  sale  of  the  drug,  or  that  his  ability  to  diagnose 
epilepsy  might  be  questioned. 

The  original  bottle  has  a  poison  label  on  which  the  beginning 
dose  is  stated  to  be  only  a  fraction  of  a  minim,  so  I  first  ex- 
perimented upon  dogs  to  determine  the  possibility  of  toxic  or 
fatal  results.  100  times  the  stated  maximum  dose  injected  sub- 
cutaneously  or  given  by  the  mouth  produced  no  toxic  symptoms. 

Accordingly  five  epileptics  were  selected  and  the  dosage  of 
the  drug  run  up  as  high  as  100  times  the  stated  maximum.  It 
had  no  effect  on  the  seizures  in  any  of  the  patients,  nor  were 
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any  toxic  symptoms  observed.  Oenanthe  crocata  has  no  thera- 
peutic value  in  epilepsy.  The  warnings  as  to  its  toxicity  are 
not  well  founded. 

Paraldehyde. — Four  patients  were  given  paraldehyde  over 
periods  of  two  or  more  months.  In  two  the  results  were  nega- 
tive, while  in  the  remaining  two  the  seizures  were  apparently 
controlled  for  a  time.  Of  the  latter  one  was  a  girl  eight  years 
of  age  with  a  petit  mal  type,  whose  fits  had  continued  for  five 
years.  On  small  doses  of  the  drug  the  seizures  ceased  and  some 
mental  and  moral  improvement  was  noted.  In  this  case  the 
paraldehyde  can  be  considered  as  an  adjuvant  to  the  moral  and 
hygienic  care.  The  other  favorable  case  was  an  adult  male 
whose  epilepsy  was  of  a  type  in  which  remissions  could  be  ex- 
pected. Paraldehyde  has  some  virtues,  but  must  not  be  used 
indiscriminately  for  the  epileptic. 

Salol. — Salol  is  only  of  value  in  cases  where  autointoxications 
from  the  intestinal  tract  might  be  present.  .65  to  i  gram  doses 
t.  i.  d.  are  preferable  in  most  cases  rather  than  .20  to  40  gram 
doses,  as  are  usually  prescribed. 

I  have  observed  five  patients  treated  over  long  periods  with 
salol  in  three  of  whom  the  results  were  negative-  In  one  there 
was  an  improvement  in  all  respects.  In  another  it  was  given 
with  a  bromide  which  in  a  short  time  was  withdrawn.  The 
patient  was  a  severe  grand  mal  epileptic  who  had  taken  a  mix- 
ture of  sodium,  potassium,  and  ammonium  bromide  for  14 
months,  during  which  time  no  seizures  were  recorded,  but  in  the 
13th  month  of  his  treatment  he  began  to  have  periodic  headaches 
which  had  been  an  annoying  condition  at  the  time  of  his  active  epi- 
leptic period.  After  giving  him  .65  gram  salol  t.  i.  d.  and  regu- 
lating the  evening  meal,  the  headaches  ceased  and  a  state  of 
good  mental  and  physical  vigor  is  present  now.  Here  salol  can 
be  considered  only  as  an  aid  to  other  methods  employed. 

Infusion  of  Digitalis.- — The  infusion  of  digitalis  will  perhaps 
be  found  of  value  only  in  those  cases  where  a  circulatory  tonic 
is  indicated.  Cardiac  and  vascular  diseases  in  the  epileptic  are 
most  frequently  complications  resulting  from  the  convulsions, 
not  an  etiological  factor.  Infusion  of  digitalis  was  given  to  nine 
cases  directly  for  the  epileptic  condition.  In  six  there  was  no 
change  in  the  severity  or  number  of  convulsions.     A  slight  im- 
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provement  was  noted  in  two  cases.  One  was  bidding  fair  to  go 
on  to  recovery,  no  seizures  having  been  recorded  for  i8  months. 
This  woman  has  a  well  marked  mitral  insufficiency.  I  attribute 
the  good  results  in  this  case  to  the  circulatory  tonic  effect  in- 
creasing the  cardiac  compensatory  powers. 

Gowers  states  that  digitalis  alone  has  no  value  in  epilepsy,  and 
that  improvements  are  to  be  found,  but  no  cures. 

In  summing  up  the  conclusions  to  be  drawn  from  the  material 
reported  in  this  paper,  it  will  be  seen  that  most  of  the  drugs 
under  consideration  are  entirely  devoid  of  the  therapeutic  value 
attributed  to  them,  and  a  few  worthy  of  a  trial  in  selected  cases, 
but  even  from  these  too  much  should  not  be  expected. 

Sodium  nitrite,  chloretone,  cenanthe  crocata,  and  solanum  caro- 
linense  should  never  be  considered  in  planning  the  treatment  for 
the  epileptic  of  any  type. 

Borax  has  some  staunch  advocates,  but  has  utterly  failed  in 
the  hands  pf  the  writer. 

Paraldehyde  may  ameliorate  the  epileptic  condition  and  check 
the  seizures  in  infrequent  cases,  but  with  the  pronounced  effect 
on  the  nervous  system  it  is  preferable  not  to  continue  the  drug 
over  long  periods. 

Salol  is  worthy  of  a  trial  in  cases  where  there  is  a  possibility 
of  intestinal  autointoxication.  The  dosage  should  be  a  little 
larger  than  is  usually  recommended  or  as  large  as  is  possible 
within  safe  limits. 

Digitalis  has  a  likely  field  of  usefulness  in  a  very  few  well 
chosen  cases  where  a  cardio-vascular  tonic  is  indicated. 
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By  ALFRED  I.  NOBLE,  M.  D, 

Kalamazoo,  Mich. 

In  view  of  the  extreme  attitude  of  organized  labor  we  might 
hesitate  to  approve  measures  which  seem  to  aid  and  abet  an 
aggressive  pohcy  in  this  regard,  and  yet  when  requested  by  your 
committee  to  present  a  paper  which  should  embrace  the  recent 
experience  of  the  Michigan  Asylum  in  reducing  the  working 
hours  of  its  nurses  and  which  might  serve  formally  to  open  dis- 
cussion on  this  subject,  we  assented  the  more  readily  since  there 
appears  to  be  considerable  misinformation  in  respect  to  the  eight- 
hour  system  so-called,  a  touchiness  respecting  changes  of  this  sort 
and  a  disregard  of  the  trend  of  events  which  antagonizes  and  is 
productive  of  radical  rather  than  conservative  measures.  We  have 
no  particular  desire  to  make  proselytes  or  to  urge  unduly  plans 
which  appeal  to  us  but  which  possibly  are  not  of  general  applica- 
tion. We  do  not,  therefore,  wish  to  assume  the  role  of  an  advocate 
or  to  discuss  this  measure  upon  theoretical  grounds  only  since 
with  us  it  is  an  actual  condition. 

In  adopting  the  eight-hour  day  for  nurses,  the  trustees  of  the 
Michigan  Asylum  had  no  hope  or  expectation  of  settling  thereby 
all  the  vexing  questions  connected  with  hospital  management. 
They  simply  recognized  in  a  practical  way  the  fundamental  im- 
portance of  this  branch  of  the  service  and  sought  to  render  it 
more  efficient.  In  a  less  general  way  the  considerations  which  led 
them  to  make  this  change  were  in  part  those  which  previously 
induced  them  to  make  concessions  from  time  to  time  with  a  view 
to  alleviating  the  conditions  under  which  nurses  were  employed. 
It  needed  no  special  argument  to  convince  the  management  that 
ninety  or  a  hundred  hours  a  week  was  more  time  than  a  nurse  upon 
the  insane  could  with  safety  and  advantage  devote  to  her  work. 
It  was  exacting  more  than  ordinary  endurance  could  withstand  for 
prolonged  periods,  especially  if  the  duties  were  conscientiously 
performed.     Hence  the  plan  for  relieving  the  nursing  force.     In 
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our  particular  case,  each  nurse  was  then  given  one  entire  day  in 
seven  free  from  duty.  But  as  the  length  of  each  working  day 
was  unchanged,  the  nurse  was  still  required  to  work  eighty-four 
hours  per  week.  Conditions  were  thereby  improved,  yet  this 
weekly  service  was  manifestly  too  long.  For,  with  duties  extend- 
ing over  a  period  of  fourteen  consecutive  hours  six  days  in  the 
week,  a  nurse  would  necessarily  neglect  some  of  those  duties,  per- 
form them  in  an  indifferent  manner  or  would  perhaps  for  a  time 
sacrifice  self  interest,  sometimes  health  and  generally  personal  com- 
fort to  duty.  In  either  event  there  was  a  decided  tendency  towards 
demoralization  of  the  service  through  lack  of  efficiency  and  perma- 
nency. Our  own  as  well  as  other  institutions,  recognizing  the 
tedious  and  monotonous  life  of  its  nurses  and  attendants  and  the 
ill  effects  from  too  long  and  too  constant  association  with  the 
insane,  sought  in  similar  ways  to  obviate  these  conditions.  Thus 
there  grew  up  a  complicated  system  of  relief  with  its  "  outs  "  and 
"  lates  "  and  "  permissions." 

The  plan  of  offsetting  and  remedying  an  objectionable  system 
by  according  its  victims  special  privileges  naturally  led,  as  might 
be  expected,  to  perplexity  and  continual  friction,  since  it  was 
necessary  each  week  to  confront  the  difficulty  of  arranging  for 
supplies  and  of  satisfying  two  hundred  or  more  nurses  and  attend- 
ants in  the  selection  or  assignment  of  time  for  recreation  besides 
meeting  the  numerous  unexpected  and  unavoidable  exigencies 
which  arise  daily. 

While  these  and  other  reasons  urged  a  material  reduction  in  the 
hours  of  labor  which  a  nurse  should  be  required  to  perform  each 
week  and  while  it  was  earnestly  held  that  better  health  and  a  better 
spirit  and  better  service  would  be  promoted  by  shorter  hours,  still 
there  arose  at  the  outset  the  very  serious  objection  of  expense,  for 
it  was  supposed  that  a  large  increase  in  the  nursing  force  would  be 
necessary  if  the  hours  per  week  were  very  much  lessened.  But 
strangely  enough  this  objection  largely  disappeared  upon  investi- 
gation and  experiment,  for  careful  classification  of  patients  and 
the  best  possible  assignment  of  nurses  permitted  of  this  change 
with  very  little  or  no  added  cost.  It  is  true  that  it  did  involve  a 
slight  increase  in  the  number  of  nurses,  yet  this  apparent  increase 
in  cost  was  in  part  compensated  for  by  reducing  the  wages  of 
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night  watches  to  that  of  day  nurses  and  by  requiring  every  nurse 
in  turn  to  perform  her  proportionate  part  of  night  duty  each  year. 
This  did  not  operate  to  weaken  the  night  service,  since  the  hours 
at  night  were  shortened  and  more  actual  work  required,  while  it 
was  in  no  sense  a  hardship  to  the  nurse  since  it  served  to  round 
out  her  experience  and  render  her  training  more  valuable.  More- 
over, the  expense  was  still  further  reduced  by  a  slight  change  in 
the  wages  schedule  for  beginners  upon  the  male  side  of  the 
asylum.  This  change  covered  a  period  of  six  months  and  rendered 
the  wages  practically  that  paid  in  other  state  institutions.  It  had 
no  appreciable  effect  in  deterring  young  men  from  entering  the 
service,  or  at  least  it  was  offset  by  the  prospect  of  an  increase  in 
salary  at  the  end  of  six  months.  In  this  way  the  entire  additional 
expense  for  nursing  was  wiped  out. 

The  question  of  expense  was  not  difficult  of  solution  and  it 
could  be  easily  demonstrated  that  good  results  had  followed 
former  time-concessions,  but  it  might  be  supposed  that  we  had 
reached  the  limit  and  that  to  give  up  still  more  time  to  the  nurses 
would  be  to  sacrifice  the  quantity  or  quality  of  the  service  and 
possibly  to  promote  indolence  and  lawlessness  among  the  em- 
ployees. This  is  clearly  a  misconception  of  the  system,  for  by  the 
proposed  readjustment,  we  set  aside  a  certain  number  of  hours 
for  actual  work  upon  the  wards  and  each  nurse  deducts  from  his 
or  her  own  time,  as  it  were,  the  twelve  or  fourteen  hours  required 
for  study,  lectures,  recitations,  demonstrations  and  other  work 
connected  with  the  training  school  each  week  as  well  as  the 
eighteen  or  twenty  hours  which  they  ordinarily  expend  during  the 
same  period  in  attending  to  their  personal  wants.  Besides,  the 
time-honored  and  venerable  rule  that  the  state  contracts  for  all 
their  time  is  not  lost  sight  of  and  they  are  to  be  accounted  for 
every  hour  of  the  day  or  night  by  the  general  supervisor  or  the 
superintendent  of  nurses.  They  are  required  to  hold  themselves 
in  readiness  for  extra  assignments,  for  emergencies,  such  as  pur- 
suit of  escapes  or  for  relief  in  cases  of  sudden  illness,  for  prac- 
ticing the  fire  drill,  ushering  visitors  and  caring  for  their  own 
rooms  and  dormitories.  These  duties,  usual  and  unusual,  are 
generally  performed  by  those  nurses,  about  one-third  the  number 
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not  engaged  upon  the  wards,  who  are  required  to  remain  within 
call,  although  their  time  is  intruded  upon  as  little  as  possible. 

Having  agreed  upon  a  decided  reduction  in  the  time  service,  it 
was  not  altogether  easy  to  fix  the  limit.  Should  it  be  seventy 
hours,  or  sixty-three  hours,  or  fifty-six  hours  per  week?  The 
writer  had  seen  excellent  results  follow  the  adoption  of  a  ten-hour 
day  in  place  of  a  twelve  or  fourteen-hour  day  in  another  insti- 
tution. It  is  probable  that  like  results  would  have  followed  the 
choice  of  a  nine-hour  day.  But  with  the  adoption  of  the  longer 
day  no  one  questioned  the  right  of  the  nurses  to  exact  the  same 
time  for  rest  and  recreation  as  before  and  their  demands  doubtless 
would  have  been  the  same  had  the  nine-hour  day  been  accorded 
them.  They  would  have  continued  to  solicit  "  outs,"  and  "  lates," 
and  "  special  permissions,"  whereas  with  an  eight-hour  day  no  one 
could  reasonably  ask  for  more  time.  Besides,  this  division  of  time 
is  the  most  natural  one  as  regards  the  relations  of  labor,  rest  and 
recreation,  and  lends  itself  in  the  best  possible  way  to  the  arrange- 
ment of  dav  and  nisht  shifts  and  to  a  rotation  of  duties.  It  was 
our  honest  conviction  that  in  this  peculiar  work  an  eight-hour  day 
was  sufficiently  long.  It  was  not  the  hired  employee  in  the  indus- 
trial departments  of  the  institution,  however  faithful  he  might  be, 
who  needed  particular  consideration,  for  his  duties  were  generally 
less  trying,  and  every  evening,  and  generally  Sunday  and  each 
holiday,  he  was  permitted  to  throw  off  his  cares  and  seek  recrea- 
tion in  his  own  way,  and  this  too,  notwithstanding  the  activity  of 
labor  organizations  in  his  behalf  and  the  enactment  last  year  by 
at  least  one  state  legislature  of  an  eight-hour  law  for  his  relief. 
But  nothing  should  be  suffered  to  detract  from  the  efficiency  of  the 
ward  nurse  upon  whose  physical,  mental  and  moral  qualities  we 
are  in  the  last  resort  so  utterly  dependent.  Surely  with  anything 
approaching  physical  exhaustion,  there  will  be  a  reduction  in  the 
quantity  and  quality  of  the  work  performed,  a  disappearance  of 
patience  and  buoyancy  of  spirit  and  in  like  measure  the  other 
graces  which  characterize  the  true  and  valuable  nurse. 

It  was,  therefore,  largely  upon  these  grounds  that  the  short  day 
was  selected,  notwithstanding  the  persistent  efforts  of  the  labor 
unions  and  their  multitude  of  sympathizers  throughout  the  country 
rendered  it  probable  that  the  eight-hour  day  would  be  generally 
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adopted  in  a  few  years,  an  opinion  which  has  been  subsequently 
strengthened  by  national  legislation  and  the  accession  of  the  tre- 
mendous influence  of  the  leaders  of  both  great  political  parties. 
Certainly  the  radical  measures  forced  through  the  Massachusetts 
legislature  in  the  last  two  years  clearly  demonstrate  the  fact  that 
labor  agitators  cannot  be  depended  upon  to  regulate  such  matters 
with  fairness  and  justice  to  the  institutions. 

Regardless  of  the  writing  upon  the  wall,  the  opinion  is  held  in 
some  quarters  that  the  old  arrangement  as  regards  the  weekly 
hours  of  service  is  satisfactory  to  both  hospital  and  nurse,  and 
that  permanency  and  efficiency  would  be  secured  by  increasing 
the  wages  of  the  nursing  force  until  commensurate  with  other 
kinds  of  unskilled  labor ;  in  other  words,  that  we  should  enter 
into  the  competition  of  the  labor  market  which,  under  the  stimulus 
of  prosperity,  dictates  its  own  terms.  It  is  claimed  that  if  given 
a  sufficient  wage  the  male  nurse  could  marry  and  so  might  become 
a  fixture.  This  plan  should  probably  be  adopted  to  some  extent, 
but  there  is  room  for  a  wide  difference  of  opinion  as  to  whether 
it  betokens  the  best  hospital  policy,  and  there  are  good  grounds 
for  claiming  that  the  number  of  high  priced  nurses  should  not  be 
greatly  in  excess  of  those  at  present  available.  Improved  service, 
we  shall  all  agree,  is  not  conditioned  upon  wages  alone.  It  should 
not  be  necessary  to  discuss  the  proposition  that  every  well  equipped 
and  well  managed  hospital  for  the  insane  should  have  its  training 
school  for  nurses  and  that  all  its  nurses  should  either  be  graduates 
or  members  of  its  training  class ;  and  yet  there  are  hospitals  with- 
out training  schools,  and  comparisons  are  still  made  favorable  to 
the  old  fashioned,  untrained  asylum  attendant,  and  with  equal 
fallacy  to  the  untrained  general  nurse.  If  the  hospitals  for  the 
insane  have  been  evolved,  as  has  been  alleged,  from  the  prisons, 
then  they  should  hasten  to  get  as  far  away  from  prison  methods  in 
management  as  possible.  They  have  found  a  worthier  example 
after  which  to  model  in  the  excellent  general  hospitals  ;  and  in  view 
of  the  newer  conception  of  insanity,  they  may  with  advantage 
follow  the  general  hospital  methods  still  further.  It  may  not  be 
possible  or  feasible,  for  example,  to  retain  a  large  number  of 
graduate  nurses  in  the  employ  of  the  institution,  yet  it  is  possible 
to  secure  efficiency  and  permanency  in  the  more  responsible  posi- 
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tions.  We  should  hold  out  to  the  candidates  for  our  training 
school  something  higher  than  a  bread  and  butter  proposition ;  we 
should  appeal,  if  you  please,  to  the  altruistic  rather  than  to  the 
egoistic  spirit.  We  speak  upon  occasion  patronizingly  of  the 
nursing  profession!  Why  seek  to  degrade  it  by  classifying  it 
simply  as  labor  ?  If  this  be  purely  sentiment,  why  speak  with  such 
unction  of  our  own  profession.  Since  nursing  is  so  closely  allied 
to  medicine  and  shares  also  in  public  respect  and  gratitude,  may  it 
not  be  credited  with  similar  altruistic  qualities  ? 

How  then,  it  may  be  asked,  in  the  face  of  present  difficulties, 
are  we  to  keep  our  ranks  full,  for  here  it  is  even  more  essential 
than  under  the  older  arrangement  ?  Simply  by  making  the  most  of 
our  opportunities,  not  only  by  shortening  the  nurse's  hours,  but  by 
providing  a  home  to  which  she  can  retire  from  her  work  and  find 
rest,  quiet  and  social  intercourse,  by  introducing  women  nurses 
into  the  wards  for  men,  where  practicable,  probably  by  increasing 
wages  if  present  business  conditions  continue,  by  gradation  and 
promotion,  by  raising  the  standard  of  the  training  school,  and  by 
extending  and  supplementing  its  course  with  district  nursing,  and 
by  affiliation  with  a  general  hospital. 

It  was  at  first  a  question  whether  or  not  our  plan  for  shortening 
the  working  hours  upon  the  wards,  with  its  imposed  conditions, 
would  be  acceptable  to  the  nursing  force.  To  us  it  seemed  practi- 
cable and  desirable,  especially,  since  it  involved  no  embarrassment 
to  the  service  and  no  additional  cost  to  the  state.  Adversely,  it 
meant  to  the  nurses  stricter  application  and  more  exacting  disci- 
pline during  working  hours  and  a  surrender  of  some  of  the  privi- 
leges and  special  favors  pertaining  to  the  old  arrangement.  How- 
ever, the  nurses  only  needed  to  fully  understand  the  merits  of  the 
plan  in  order  to  appreciate  it,  and  in  practice  it  has  operated  so 
satisfactorily  to  them  that  they  could  not  easily  be  induced  to 
return  to  the  older  method. 

In  regard  to  the  working  details  of  this  arrangement,  I  need  to 
detain  you  but  briefly.  The  classification  of  patients  and  the  divi- 
sion of  the  nursing  force  into  shifts  must  be  done  with  great  care 
but  in  limiting  the  number  of  day  nurses  to  be  found  upon  the 
wards  at  any  one  time,  it  should  be  constantly  borne  in  mind,  since 
it  throws  a  light  upon  the  whole  question,  that  for  ten  hours  out  of 
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every  twenty-four  the  patients  and  wards  were,  at  the  Michigan 
Asylum,  entirely  in  the  hands  of  the  night  watches,  a  force  quite 
small  as  compared  with  the  number  on  day  duty  ;  standing,  with  us, 
in  the  ratio  of  i  to  8.41.  This  only  permits  of  a  fraction  of  a  night 
watch  to  a  ward.  Now  take  a  ward  with  two  day  nurses.  Much  of 
the  time  under  the  former  plan  it  was  in  the  hands  of  one  nurse. 
We  have  found  it  entirely  feasible  to  place  the  ward  in  charge  of 
one  nurse  from  6  a.  m.  to  2  p.  m.,  and  in  the  hands  of  the  other 
from  2  p.  m.  to  10  p.  m.,  when  the  night  watch  becomes  responsi- 
ble for  it ;  or  the  second  nurse  may  begin  her  duties  at  12  noon  and 
complete  her  ward  work  at  8  p.  m.  if  it  is  thought  best  to  decrease 
the  force  after  the  latter  hour.  If  there  are  three  nurses  upon  a 
ward,  one  is  detailed  from  6  a.  m.  to  2  p.  m.,  another  from  2  p.  m. 
to  10  p.  m.,  while  the  third  in  turn  with  the  other  two,  does  her 
work  in  two  shifts  of  four  hours  each,  being  in  this  way  assigned  to 
the  busy  hours  of  both  morning  and  afternoon.  Occasionally  it  has 
been  necessary  to  add  a  nurse,  making  four  instead  of  three ;  but 
when  three  or  more  nurses  are  ordinarily  assigned  to  a  ward,  the 
adjustments  are  usually  even  more  easily  made.  In  accordance 
with  this  plan,  the  requirements  and  the  classification  of  every 
ward  in  the  asylum  and  the  assignments  necessary,  not  only  for  the 
work  in  the  wards  but  for  working  parties  upon  the  grounds,  the 
garden  and  farm,  were  carefully  studied  and  tabulated  for  daily 
reference. 

In  most  institutions  the  furnishing  of  meals  to  the  nurses  would 
probably  present  no  unusual  difficulties ;  but  ours,  because  of  its 
peculiar  construction,  combines  in  each  department  a  congregate 
and  several  ward  and  cottage  dining  rooms,  for  which  special 
arrangements  had  to  be  made.  By  serving  the  nurses  in  two 
sections,  however,  and  by  drawing  freely  for  supplies  upon  the 
nurses  who  are  always  on  call,  it  was  possible  to  prepare  their 
meals  at  convenient  times,  and  generally,  apart  from  the  patients. 

In  consideration  of  the  great  reduction  in  the  hours  of  duty, 
every  nurse  is  expected  to  devote  his  or  her  eight  hours  of  detail 
to  actual  work.  For  the  same  reason  there  are  no  afternoons  or 
evenings  off.  The  forenoon  detail  of  one  week  becomes  the  after- 
noon detail  of  the  next,  thus  affording  all  equal  privileges.  Rut 
because  of  their  peculiar  and  responsible  offices,  the  superintendent 
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of  nurses  and  her  assistant,  and  the  general  supervisor  and  his 
assistant,  were  not  included  in  this  scheme.  It  was  considered  as 
probably  better  to  grant  them,  as  formerly,  such  time  for  recrea- 
tion each  week,  as  they  could  be  conveniently  spared,  and  to  give 
them  a  short  vacation  each  year,  say  two  weeks,  with  pay. 

Now,  after  a  year's  experience  with  the  eight-hour  system,  we 
may  say  that  our  expectations  have  been  fully  realized.  The 
standard  of  ward  service  has  been  maintained,  if  not  improved ; 
the  training  school  work  has  been  broadened  and  rendered  more 
thorough ;  the  nursing  force  is  more  easily  recruited ;  and  our 
nurses  are  healthier  and  happier,  while  the  per  capita  cost  of 
nursing  remains  unchanged. 

DISCUSSION. 

Dr.  Bancroft. — I  think  that  special  commendation  is  due  Dr.  Noble  for 
his  very  practical  paper  on  the  Eight  Hour  Attendants'  Service  in  Michi- 
gan. I  am  sorry  that  there  are  not  more  Massachusetts  men  present, 
because  they  are  particularly  interested  in  this  topic,  as  the  legislature  in 
that  State  has  passed  a  law  making  an  eight-hour  service  for  six 
days,  or  48  hours  a  week  obligatory  in  all  public  institutions.  To  be  sure, 
the  new  law  applies  to  all  departments,  not  only  nursing  but  farming  help 
and  all  other  forms  of  labor.  The  practical  working  of  an  eight-hour  law 
is  more  difficult  in  farming  than  in  nursing.  I  know  the  superintendents 
in  Massachusetts  have  felt  considerable  solicitation  not  only  on  account  of 
the  difficulty  in  finding  sufficient  help  for  the  various  departments,  but 
because  of  the  increased  expense  entailed  and  the  lack  of  rooming  accom- 
modations for  additional  employees  necessitated  by  this  law.  It  would 
seem,  however,  that  if  Dr.  Noble's  plan  works  out  as  successfully  for 
attendants  in  other  States  as  it  has  in  Michigan,  an  eight-hour  law  for 
nurses  might  become  practicable. 

I  have  always  felt  that  the  hours  of  service  for  nurses  and  attendants 
were  long,  altogether  too  long,  and  I  think  that  this  method  of  dividing 
the  day  into  eight-hour  shifts  may  be  perfectly  feasible.  The  only  em- 
barrassment is  the  securing  a  sufficient  number  of  nurses  to  meet  the 
requirements.  As  I  understand  from  Dr.  Noble,  the  improved  conditions 
brought  about  by  the  eight-hour  system,  such  as  shorter  hours  of  labor, 
longer  periods  of  recreation  and  other  inducements,  have  led  to  an  increase 
in  the  number  of  applicants  for  these  positions  in  his  institution.  I  believe 
that  the  hospitals  in  the  near  future  must  do  something  of  this  sort  to 
make  the  service  more  attractive.  Certainly  the  longer  hours  in  vogue  at 
present  are  too  onerous  to  serve  as  an  incentive  for  young  men  and  women 
to  enter  the  work  with  any  kind  of  zest. 
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Dr.  Gorst. — I  am  superintendent  of  one  of  the  State  institutions  in 
Wisconsin,  and  am  very  much  interested  in  the  paper  of  Dr.  Noble  because 
I  consider  it  very  practical.  At  the  present  time,  the  legislature  of  the 
State  is  in  session  and  the  board  of  control  and  the  legislature  are  both 
talking  of  shortening  the  hours  of  labor  in  the  State  insane  institutions. 

I  would  like  to  ask  Dr.  Noble  if  I  understand  him  correctly.  He  said 
that  the  per  capita  cost  was  not  increased.  Do  I  understand  Dr.  Noble  to 
say  that  there  was  no  change  in  the  cost  of  nursing  in  the  institution? 

Dr.  Bancroft. — I  should  like  to  ask,  Mr.  Chairman,  why  it  is  that  the 
per  capita  cost  for  nursing  is  not  increased.  Do  you  not  have  more  nurses 
than  you  did  before,  or  do  fewer  nurses  do  more  work  in  a  given  time? 

Dr.  Noble. — There  was  only  a  slight  increase  in  the  number  of  nurses. 
We  reduced  the  salary  for  the  men  who  came  in  the  first  six  months  two 
dollars  a  month,  making  it  about  the  same  as  in  other  State  institutions 
in  Michigan,  and  that  completely  offset  the  increase  in  nursing  force,  and 
strangely  enough,  we  required  not  so  many  additional  nurses  as  one  would 
think. 

Dr.  Hurd. — I  would  like  to  ask  what  effect  this  had  on  the  nursing 
force  in  the  other  State  institutions ;  were  they  discontented  ? 

Dr.  Noble. — I  think  it  has  not  worked  any  discontent  or  any  unhappi- 
ness;  I  have  heard  of  nothing. 

Dr.  Pilgrim. — In  wards  where  you  have  previously  had  two  nurses,  do 
you  get  along  with  one  now? 

Dr.  Noble. — Yes.  We  used  to  do  that  when  our  nurses  were  taking  a 
day  off  every  week;  the  ward  got  along  all  day  with  one  nurse.  We 
simply  put  the  nurse  in  alone  for  eight  hours.  Sometimes  we  have  to  add 
a  nurse  during  the  day,  but  ordinarily  it  works  out  all  right. 

Dr.  Pilgrim. — How  do  you  regulate  the  dining  room  service? 

Dr.  Noble. — Generally  speaking,  we  have  our  meals  on  the  nurses'  time, 
and  that  is  another  feature  of  this  plan.  Their  study,  their  ward  demon- 
strations, their  recitations,  their  lectures,  and  everything  of  that  sort,  is 
taken  out  of  their  own  time,  and  their  meals,  generally  speakmg.  The 
best  possible  plan  would  be  to  have  them  dine  upon  their  own  time  alto- 
gether. We  have  not  done  that  fully,  but  we  call  upon  the  nurses  to  assist 
during  the  meal  hours — those  nurses  who  are  on  call,  that  is,  one-third  of 
the  number,  who  are  supposed  to  be  off  duty,  are  required  to  remain  upon 
the  grounds  in  their  rooms,  or  nurses'  parlors,  and  to  be  there  ready  to 
do  any  work,  such  as  supplying  at  meal  time. 

Dr.  Pilgrim. — Those  who  prepare  the  meals  for  the  patients  in  the 
dining  room  must,  under  your  system,  be  at  work  three  different  times 
during  the  day.     How  do  you  manage  that? 

Dr.  Noble. — A  few  of  our  nurses  work  in  what  is  called  broken  time. 
They  will  perhaps  work  four  hours  in  the  forenoon  and  four  hours  in  the 
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afternoon.  We  sometimes  have  a  nurse  who  will,  instead  of  beginning  at 
2  o'clock  and  working  to  lo,  begin  at  12  o'clock  and  work  until  8,  and  in 
that  way  the  time  of  meals  is  covered. 

Dr.  Bancroft. — How  do  you  manage,  on  wards  with  two  attendants  or 
two  nurses  when  patients  go  out  to  walk?  Do  you  have  some  patients 
that  are  not  at  all  able  to  go  out?  Does  one  nurse  go  out  with  those  who 
are  able,  and  the  other  stay  on  the  ward? 

Dr.  Noble. — Usually  the  patients  are  all  taken  out  of  the  ward,  and 
here  the  matter  of  classification  comes  in.  We  so  classify  the  patients  that 
we  can  manage  to  leave  some  one  nurse  in  the  ward  to  take  charge  of 
those  unable  to  go  out.  Frequently  there  is  a  nurse  who  is  working  broken 
time  who  takes  out  the  patients. 

Dr.  Richardson. — Did  I  understand  you  to  say  that  the  nurses  get  no 
vacation  ? 

Dr.  Noble. — No,  sir,  it  is  not  the  custom.  They  usually  take  a  month 
during  the  year,  as  they  have  previously,  but  it  is  not  given  to  them.  The 
time  is  lost,  and  it  does  not  affect  the  pay  roll. 
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ALEXANDER   E.    MACDONALD. 
By  ARTHUR  W.   HURD,   M.  D. 

By  the  death  of  Dr.  Alexander  E.  Macdonald,  which  occurred 
in  New  York  City  December  7,  1906,  this  Association  has  lost 
one  of  its  strongest  and  best  known  members ;  the  community  a 
forceful  character  and  striking  personality.  His  career,  replete 
with  struggle  and  success,  full  of  usefulness  and  honor,  is  a 
striking  example  of  what  energy,  force,  ability,  and  perseverance 
can  accomplish  amidst  the  opportunities  that  this  country  affords. 
His  career  has  been  coincident  with  great  changes  in  the  specialty 
which  he  chose,  and  in  those  changes  he  was  always  a  conspicuous 
figure ;  well-known  as  he  was,  I  doubt  if  few  knew  intimately  the 
extent  of  his  activities,  his  labors,  and  his  honors.  By  one  who 
knows  them  best,  I  have  been  asked  to  prepare  this  memorial.  I 
feel  my  inadequacy,  while  appreciating  the  honor  of  the  request. 

Dr.  Macdonald  was  born  in  Toronto,  in  1845,  and  as  a  boy 
attended  the  Toronto  Model  Grammar  School.  His  bent  toward 
the  study  of  medicine  was  doubtless  shaped  largely  by  the  influ- 
ence of  his  uncle.  Dr.  James  Douglas,  an  eminent  physician  and 
alienist  in  Canada  and  of  ability  in  general  medicine  and  surgery, 
who  was  at  this  time  at  the  head  of  a  private  asylum  near  Quebec. 
His  was  a  strong,  forceful  character  of  broad  culture,  and  he  no 
doubt  had  much  to  do  in  influencing  his  nephew.  Dr.  Macdonald 
served  some  months  with  a  regiment  of  Canadian  Militia  during 
the  Fenian  troubles,  and  with  his  uncle  had  spent  a  year  in  Europe 
and  Egypt.  After  his  return  he  began  his  medical  education  at 
Toronto  University,  but  being  too  young  to  take  a  degree  he  was 
sent  by  Dr.  Douglas  to  the  United  States  with  letters  of  introduc- 
tion to  his  friends  Dr.  Rae,  of  Providence,  Dr.  Brown,  of  Bloom- 
ingdale,  and  the  superintendent  of  the  Government  Asylum  at 
Washington,  to  study  the  institutions  of  the  United  States,  and  to 
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go  on  with  his  medical  studies.  After  visiting  Providence  he 
came  to  Bloomingdale,  where  he  was  welcomed  by  his  uncle's 
friend,  and  soon  occupied  a  position  as  clinical  assistant,  which 
gave  him  great  opportunities  for  observation,  and  for  practical 
work  in  the  institution  and  in  the  pharmacy.  By  1867  he  found 
his  way  to  a  position  as  secretary  or  assistant  secretary  of  the 
Brooklyn  Institute,  and  also  after  a  time,  as  acting  librarian.  So 
great  was  his  energy  that  he  also  undertook  the  general  care  of  an 
insane  son  of  a  wealthy  family  in  Brooklyn,  lectured  in  several 
lyceum  courses  on  Egypt,  and  with  it  all  kept  on  with  his  medical 
studies. 

In  1870,  he  graduated  from  the  medical  school  with  honors 
and  received  an  appointment  as  assistant  physician  at  the  Epilep- 
tic Pavilion,  on  Blackwell's  Island,  later  becoming  resident  phy- 
sician. So  excellent  was  his  work  in  this  institution  that  the 
City  Hospital  authorities  installed  him  as  chief  of  staff  of  the 
Charity  Hospital,  a  most  trying  position  during  the  active  politi- 
cal agitation  at  the  time  of  the  Tweed  upheaval.  He  seemed  to 
have  been  considered  by  both  parties  above  political  influence, 
and  to  be  the  man  to  control  the  hospital.  How  well  he  accom- 
plished this  may  be  inferred  from  letters  still  on  file  from  mem- 
bers of  the  Consulting  Board,  both  official  and  personal,  expres- 
sing satisfaction  at  the  success  of  his  work.  In  1874,  the  expected 
transfer  to  the  position  of  resident  physician  of  the  Insane  Asylum 
on  Ward's  Island,  which  had  been  building,  was  made,  and  in 
the  following  year  he  was  made  the  medical  superintendent. 
From  this  time,  he  came  into  more  and  more  prominence,  and 
his  success  as  a  superintendent  made  his  advice  sought  after  in 
many  directions.  In  1881  he  took  the  degree  of  LL.  B.  in  the 
University  Medical  School,  and  from  a  lecturer  was  promoted 
to  the  professorship  of  Medical  Jurisprudence  and  Psychological 
Medicine.  His  work  brought  him  the  confidence  and  friendship 
of  those  interested  in  city  charities,  among  whom  was  Mrs. 
Josephine  Shaw  Lowell,  whose  interest  in  charitable  matters  was 
so  widely  known  and  far-reaching.  The  office  of  general  super- 
intendent of  the  New  York  City  Asylums  was  largely  brought 
about  through  her  influence  and  that  of  her  associates.  That  he 
maintained  his  position  through  all  the  changes  incident  to  munici- 
pal  politics   was   probably   due   to   his   absolute   impartiality,  his 
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independence  of  political  influences,  and  his  evident  determination 
to  do  what  was  right,  coupled  with  a  courtesy,  which  did  much  to 
mitigate  the  disappointment  of  those  who  were  unsuccessful  in 
their  requests  upon  him.  Successive  Boards  of  Commissioners  of 
Charities  recognized  his  ability,  and  his  influence  was  a  dominant 
one  in  the  department,  and  his  advice  widely  sought.  While  with 
his  Board  of  Managers,  with  whom  he  came  into  the  closest  con- 
tact, there  was  ever  for  him  active  loyal  support  and  personal 
friendship.  While,  like  all  strong  men,  he  had  active  opposition, 
yet  it  was  a  fact  often  remarked  that  the  strength  of  the  friendship 
of  his  friends,  and  the  depth  of  their  loyalty  was  unusual.  The 
Central  Islip  Farm  was  established  largely  through  his  influence, 
and  he  was  a  tireless  worker  in  the  first  years  of  its  development. 
The  period  from  1874  to  the  time  of  his  retirement  in  1904,  marks 
a  most  important  epoch  in  the  development  of  the  hospital  from 
the  asylum  of  a  generation  ago ;  and  with,  and  in  these  changes, 
his  career  was  coincident  and  had  an  important  part.  The  Gov- 
ernment, in  1 88 1,  selected  him  on  the  advice  of  Dr.  Fordyce  Bar- 
ker, to  serve  on  the  Guiteau  trial,  and  in  this  he  did  much  work 
and  won  much  praise.  At  this  time  he  did  considerable  medico- 
legal work,  taking  part  in  the  Rhinelander  and  Stokes  will  cases, 
but  in  later  years  this  work  was  mostly  done  in  an  advisory  capa- 
city. Of  his  work  in  recent  years,  those  years  of  great  develop- 
ment of  the  Manhattan  State  Hospital  until  its  division  became 
necessary,  of  his  work  in  the  care  of  the  tuberculous  insane,  and 
of  the  introduction  of  tent  life  for  them  and  for  the  demented, 
the  members  of  this  Association  are  of  course  familiar.  Articles 
on  tent  life  not  only  for  the  tuberculous,  but  for  other  classes  of 
the  insane,  models  of  the  tent  colony  on  Ward's  Island,  exhibited 
at  different  medical  meetings  and  charity  conferences,  have 
brought  this  part  of  his  work  of  later  years  to  the  notice  not 
only  of  American  hospital  physicians,  but  also  to  those  abroad, 
recent  notices  from  Turin  describing  its  adoption  in  Italy  in 
consequence. 

Few,  even  of  the  Association,  I  think,  realize  the  honors  that 
have  been  bestowed  upon  him  by  this  Association  and  other 
American  medical  bodies.  I  find  that  he  has  been  sent  to  repre- 
sent different  medical  organizations  in  this  country  to  the  fol- 
lowing associations  and  congresses : 
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1881  International  Medical  Congress  in  London. 

1897  International  Medical  Congress  in  Moscow. 

1897  British   Medico-Psychological  Association  in   New   Castle,   England. 

1898  British  Medico-Psychological  Association  in  Edinburgh. 

1898  British   Medical  Association  in  Edinburgh.      (In  this  year  he  was 

elected  honorary  member  of  the  Association.) 

1899  British  Medical  Association  in  Portsmouth,  England. 

1900  International  Medical  Congress  in  Paris. 
1900     British  Medical  Association  in  Ipswich. 

1900  Medico-Psychological  Association,  Great  Britain  and  Ireland. 

1903  International  Medical  Congress  in  Madrid,  Spain. 

1905.  Pan-American  Congress  in  Panama. 

1905.  American  Public  Health  Association  in  Havana. 

1906  British   Medical  Association   in   Toronto. 

1906  International  Medical  Congress  in  Lisbon. 

To  these  congresses  his  credentials  were  sent  by  different 
bodies  at  different  times,  principally  from  the  American  Medico- 
Psychological  Association,  from  the  Medical  Society  of  the  County 
of  New  York,  and  from  the  New  York  Academy  of  Medicine, 
from  the  State  Medical  Society,  from  the  University  of  New 
York,  New  York  State  Medical  Association,  and  New  York 
Psychiatrical  Society ;  sometimes  as  a  delegate  from  one  society, 
but  more  frequently  from  several. 

He  was  strict  in  discipline,  clear-cut  in  his  conceptions,  unmis- 
takable in  his  language,  and  both  his  friends  and  those  who 
opposed  him  always  knew  where  he  stood.  Those  who  might 
have  been  for  the  time  opposed  to  his  views  and  measures,  never- 
theless never  failed  in  respect  for  him  or  for  his  integrity. 

In  looking  over  his  life  and  achievements,  it  is  inspiring  to  note 
what  works  of  usefulness  and  of  honor  have  been  accomplished 
by  one  youth,  coming  to  this  country  without  money,  practically 
without  friends,  and  relying  solely  on  his  own  ability,  energy  and 
character.  To  those  who  had  the  privilege  of  knowing  the  social 
side  of  Dr.  Macdonald,  as  well  as  the  professional  side,  he  was 
always  the  rare  entertainer  and  the  graceful  host.  At  gatherings, 
social  and  scientific,  he  was  always  an  incisive  and  forceful 
speaker.  It  is  not  strange  that  he  counted  among  his  friends 
large  numbers  of  prominent  men  not  connected  with  his  profes- 
sion. As  to  the  tenderness  of  the  heart,  that  was  beneath  his 
military  exterior,  only  those  can  speak  who  knew  him  when  sick- 
ness invaded  his  family. 


MEMORIAL    NOTICES.  353 

In  1904,  Dr.  Macdonald  was  President  of  this  Association,  and 
presided  at  the  meeting  in  St.  Louis.  One  sentence  in  his  address 
made  a  great  impression  upon  me  as  illustrating  his  thoughtful- 
ness  and  his  graceful  way  of  saying  a  just  thing.  It  was  as 
follows : 

"  But  I  think  of  one  class  among  the  gentler  sex  whose  members  are 
fulfilling  a  certain  mission  which  has  fallen  in  their  way,  so  quietly,  so 
unostentatiously,  so  modestly,  bringing  comfort  alike  to  patients  and  to 
servitors,  that  their  need  is  seldom  recognized,  and  their  public  praises 
never  sung.  I  doubt  if  even  my  present  auditors  will  at  once  understand 
to  whom  my  words  apply — the  wives  of  hospital  superintendents." 

It  was  the  irony  of  fate  that  he  should  be  removed  from  earth 
by  the  disease  which  he  had  been  active  in  combating  among  his 
patients,  and  that,  at  the  early  age  of  6i.  He  had  resigned  his 
position  but  two  years  before,  and  his  period  of  retirement  from 
active  service,  with  his  wife  and  two  children,  was  short.  A 
strong  and  noble  character,  he  left  his  impress  on  his  institution, 
on  his  medical  associates,  and  upon  the  philanthropic  life  of  his 
State  and  city.     Of  him  it  has  been  said : 

"  Quick  of  despatch,  discreet  in  every  trust ; 
Rigidly  honest  and  severely  just." 


^d, 


DR.  JOSEPH  MANNING  CLEAVELAND. 

By  THEODORE   H.    KELLOGG,   M.  D., 

Joseph  Manning  Cleaveland  was  born  at  Newburg,  Mass., 
July  22,  1824.  He  was  of  New  England  parentage,  though  hav- 
ing Southern  relatives,  and  his  maternal  grandfather,  Dr.  Man- 
ning, a  physician  of  note,  practiced  many  years  in  Charleston, 
S.  C. 

Dr.  Cleaveland  received  a  good  early  education  in  Massa- 
chusetts, at  Dummer's  Academy,  and  later  at  Phillips  Exeter 
Academy. 

His  collegiate  course  was  taken  in  New  Jersey,  at  Princeton, 
where  he  graduated  with  the  degree  of  Bachelor  of  Arts  in  1846. 
He  then  resolved  to  adopt  the  profession  of  medicine,  and 
accordingly  began  his  medical  studies  in  New  York  City  at  the 
College  of  Physicians  and  Surgeons,  from  which  he  received  his 
degree  of  "  Medicinse  Doctor  "  in  1850. 

From  1850  to  1853  he  served  as  house  physician  in  the  old 
New  York  Hospital  and  was  one  of  the  few  members  of  the 
medical  staff  who  survived  the  typhus  fever  in  the  hospital  m 
1851. 

He  next  recruited  his  physical  forces  in  a  year's  open-air-life  as 
surgeon  to  mining  camps  about  Lake  Superior,  and  there  formed 
with  the  late  distinguished  Dr.  Agnew,  of  New  York,  a  friendship 
which  lasted  a  lifetime. 

He  then  returned  to  New  York  City  and  accepted  from  the 
Commissioners  of  Immigration  the  position  of  examining  phy- 
sician. This  widened  his  varied  medical  experience  and  added  to 
his  knowledge  of  languages. 

Dr.  Cleaveland  entered  at  Utica,  N.  Y.,  upon  his  psychiatric 
career.  He  was  appointed  assistant  physician  in  Utica  State  Hos- 
pital December  i,  1857,  and  only  resigned  the  position  April  i, 
1867,  to  become  superintendent  of  Hudson  River  State  Hospital. 
His  service  at  Utica  under  the  forceful  Dr.  Gray  laid  a  broad 
foundation  for  his  success  as  an  alienist.     He  there  learned  bv 
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constant  study  in  a  wide  clinical  field  the  varieties  and  intricacies 
of  mental  disease,  developed  his  executive  ability  in  hospital  man- 
agement, and  made  his  first  essays  in  psychic  literature  in  help- 
ing to  edit  The  Journal  of  Insanity. 

Dr.  Cleaveland  began  in  March,  1867,  the  great  professional 
work  of  his  life  as  medical  superintendent  of  Hudson  River  State 
Hospital,  which  position  he  filled  continuously  until  the  time  of 
his  resignation  in  March,  1893.  During  these  twenty-six  long 
years  he  successfully  fought  the  good  fight  for  those  mentally 
afflicted,  and  kept  the  faith  of  his  Hippocratic  oath  in  plac- 
ing the  interest  of  his  patients  above  all  other  things.  He 
had  high  ideals  and  firm  convictions  as  to  the  care  and  cure 
of  the  insane.  He  believed  it  to  be  economy  on  the  part  of  the 
State  to  furnish  the  best  possible  hospital  accommodations,  food, 
nursing,  and  medical  treatment,  that  the  insane  might  be  cured 
and  not  accumulated  as  an  expensive  and  hopeless  public  burden. 
Acting  under  these  views  he  made  Hudson  River  State  Hospital 
one  of  the  most  perfect  in  the  world  in  buildings  and  general 
equipment.  He  had  superior  knowledge  of  hospital  construction, 
and  personally  directed  all  architectural  plans. 

Long  years  of  practice  in  New  York  hospitals  had  well  qualified 
him  for  the  medical  work  of  his  office.  His  broad  psychiatric 
view  was  that  the  insane  were  to  be  treated  just  like  other  sick 
patients,  by  general  principles  of  practice — by  symptomatic  and 
etiological  indications.  He  ridiculed  the  use  of  special  remedies 
and  the  refinements  of  classification  in  insanity. 

He  had  advanced  views  as  to  the  psychiatric  value  of  different 
forms  of  occupation  and  diversion,  and  much  credit  given  later 
workers  in  this  field  might  well  be,  in  point  of  date  at  least, 
accorded  to  him.  As  far  back  as  1875  he  had  a  day  school  for 
the  patients,  and  ten  years  later  had  paid  instruction  for  them, 
not  only  in  English  branches,  but  in  languages,  music,  and 
designing.  About  this  time  also  he  drew  a  legislative  bill  for  a 
'*  Training  School  for  Nurses,"  which  was  one  of  the  first  estab- 
lished in  a  hospital  for  the  insane  in  this  country. 

In  1886  he  went  to  considerable  expense  to  construct  and  equip 
a  pathological  laboratory  in  Hudson  River  State  Hospital ;  for 
though  skeptical  that  problems  of  mind  would  ever  be  solved  by 
the  microscopic  study  of  matter,  he  still  hoped  that  some  lucky 
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ray  of  light  might  reveal  something  of  the  nature  of  mental 
diseases. 

As  the  chief  medical  officer  of  a  hospital  community  Dr.  Cleave- 
land  was  highly  esteemed  by  his  patients  and  respected  by  his 
employees.  In  the  management  of  subordinates  he  was  a  strict 
disciplinarian,  believing  that  severity  was  essential  for  the  pro- 
tection of  patients  and  the  general  welfare  of  the  institution. 

As  first  assistant  physician  for  some  years  in  Hudson  River 
State  Hospital,  the  writer  had  the  entire  confidence  of  Dr.  Cleave- 
land,  and  an  intimate  insight  into  his  life  and  real  nature. 

He  was  a  man  of  natural  pride  and  independence  of  character, 
keeping  his  own  counsels  and  making  few  confidants.  He  had  the 
old  school  of  politeness  and  a  certain  formal  but  pleasing  courtesy 
of  bearing  which  favorably  influenced  both  friends  and  strangers. 
He  had  wide  reading  and  much  general  information,  and  was  a 
most  agreeable  conversationist.  Ethically  he  was  a  Christian  gen- 
tleman in  both  creed  and  practice. 

Dr.  Joseph  Manning  Cleaveland  died  of  pneumonia,  at  Pough- 
keepsie,  N.  Y.,  January  21,  1907. 

In  his  death  the  insane  lost  a  champion  of  great  moral  courage 
and  life-long  unselfish  devotion  to  their  rights. 

It  is  devoutly  to  be  wished  that  more  like  him  may  rise  up 
to  stand  at  the  head  of  our  great  hospitals  for  the  insane. 
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